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Dilemmas at the Beginning of Life: 
Medico Legal Issues with the Newborn 


INTRODUCTION 


Perhaps the most burdensome medical decisions, because 
of their solemnity, are those that involve the medical 
treatment of newborns at the begining of their life, with 
life-threatening diseases or anomalies, because such 
decisions are troubled with ethical and legal dilemmas. 
Effective communication between the medical team and 
the newborn’s parents is very vital in this regard. 


Ethical issues in the newborn have been described since 
Biblical times. King Solomon’s legendary wisdom was 
demonstrated by his resolution of the ethical dilemma 
presented by two women who both claimed to be the 
mother of the same child.! Today, medico legal experts are 
often called upon to find out truth from near-truth and 
obstetrician and gynecologist to act in the best interest 
of the newborn, while also respecting the parents’ right 
to make medical decisions for their child. Upsetting this 
delicate balance can lead to explosive showdowns 
between parents, health care teams, and the state 
legislations. 


Here, some of the ethical and legal dilemmas integral in 
newborns care, with a focus on end-of-life care will be 
discussed. Attentions will be given on how ethical and 
legal issues arise when treatment is made for newborns. 
More importantly, special issues will be discussed on 
how health care providers can avoid ethical and legal 
confrontations in day to day practice in present day time. 


LEGAL DILEMMAS 


Two chief legal disputes” faced by medical professionals 
who treat newborns at the limits of viability, or those 
suffering from life-threatening or lethal syndromes or 
congenital anomalies are as follows: 


i The health professional must be aware about the 


rules of the land, which detail when it is appropriate 
to remove life-sustaining treatment. 


it The health professional should be aware of the 
availability of legal options should it become 
necessary for them to take action to protect the 
newborn as an when required.” 


A medical professional treating a newborn that has life 
threatening ailments or is at the limits of viability might 
disagree with the medical decisions made by the parents 
against the favor of the newborn, but might not know 
which legal principles apply in their patient in that 
particular situation. 


Although the hospital and health care team have legal 
options at their disposal, if they feel the parents are not 
making decisions in the best interest of the newborn as 
per the law, it is best to avoid such legal evasive actions, 
and to view them as a final option only after the health 
care team and the parents have explored all other options. 


AVOIDING LEGAL CONFLICT 


As yet all medical decisions that are tempered with ethical 
and legal thoughtfulness, avoiding legal conflicts in the 
treatment of newborns are ideal. To accomplish this goal, 
it is imperative that the health professionals and the 
parents communicate effectively to build up a very strong 
doctor patient relationship. 


The model for strong doctor parent relationship depends 
whether identification of a life-threatening or congenital 
anomaly occurs prior to or after delivery. First, it is sitting 
upon the neonatologist to ensure that the parents have 
a comprehensive understanding of the existing condition. 
If parents cannot appreciate the implications of the existing 
condition, they may not process for a crucial decision. 
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After the existing condition is identified and the parents 
understand it, the bulk of the discussions will focus on 
the information that is known (and unknown), and its 
implications for the neonate (including morbidity and 
mortality rates or ranges).’ 


The health professionals should also discuss the 
accessibility of perinatal palliative care services, if 
appropriate. These discussions will enable them and the 
parents to develop a guideline for treatment during the 
peripartum period. Parents must understand that the 
agreed guidelines as discussed are subject to modification 
at any time as more information becomes available 
beforehand. Since the intervention and treatment 
guidelines are flexible, the health professionals and the 
parents must constantly communicate with each other 
so that any disagreements between them can be 
identified and dealt with before treatment. Thus, legal 
obligations can be avoided during the procedures. 


An area of frequent concern is the documentation 
because of its tremendous legal implications. Failure to 
obtain informed consent, failure to perform appropriate 
telephone triage, inadequate staffing, improper 
delegation, and failure to assess the patient properly or 
in a timely manner as deviations that may increase doctor 
liability in a malpractice claim. The treating team has a 
duty to maintain a complete and accurate recording of 
all care they provide in accordance with acceptable 
standards of care. Remember that the patient treatment 
record is the best evidence of the care you provide.* 


Legal issues in Newborn Screening: Implications for 
Public Health Practice and Policy: There are lots of legal 
issues in newborn screening with tremendous implications 
for public health practice and policy. 


An estimated 4 million newborns are screened every year 
for one or more genetic and metabolic disorders. At the 
same time, the number of tests required under state law 
differs, and the standard of practice among health 
professionals can vary from community to community. 
State newborn screening laws vary in the nature of their 
newborn screening mandates, as well as in the number of 
tests covered, anywhere from four to 40 tests.° 


Mahanta Putul 


CONCLUSIONS 


End-of-life decisions when life begins are taking by the 
treating doctors and the parents. Treating doctors must 
respect the parents’ right to make medical decisions for 
their own kids, but they should also be aware of their 
legal options based on the medical information available, 
that the parents are not making medical decisions in the 
best interests of the newborn as per the existing law. 


At the end, conflicts surrounding the interventions and 
treatment of newborns occur in two situations. The first 
is when the doctors believe that further treatment is 
incompatible and unethical, but parents demand continued 
treatment. The second is when the doctors believe 
continued treatment is compatible, yet the parents demand 
to end to all medical interventions. The conflicts can be 
avoided only with a very strong doctor parent relationship 
which is one integral part of the treatment. 
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ABSTRACT 


Hon’ble SC in a case [Spring Meadows Hospital and 
Anr. Vs. Harjot Ahluwaliaand Anr. (1996)] observed that 
with the emergence of the Consumer Protection Act, no 
doubt in some cases patients have been able to establish 
the negligence of the doctors rendering service and in 
taking compensation thereof, but the same is very few in 
number. 


In recent days there has been increasing pressure on 
hospital facilities, falling standard of professional 
competence and in addition to all, the ever-increasing 
complexity of therapeutic and diagnostic methods and 
all this together are responsible for the medical 
negligence. There has been a growing awareness in the 
public mind to bring the negligence of such professional 
doctors to light. 


This paper deals with critical analysis of one such case 
in which a patient died during Treadmill Test due to 
medical negligence of doctors/hospital. NCDRC 
(National Consumer Disputes and Redressal 
Commission) awarded a compensation of Rupees 
Seventeen Lac after analysis and discussing issues 
related to ‘lack of consent’, res ipsa loqutur, lack or 
precautions to be taken, etc. 


The aim of writing this paper is to highlight issues 
which may lead to medical negligence, medical fraternity 
should be aware of legality and complexity involved in 
such life saving and life threatening medical 
interventions/procedures. 


Keywords: TMT, NCDRC, Medical Negligence, 
Compensation, Res Ipsa Loqutur 


INTRODUCTION 


The Hon’ble Apex Court in Spring Meadows Hospital and 
Anr. Vs. Harjot Ahluwalia and Anr. (1996)! has observed 
as under “In the case in hand we are dealing with a 
problem which centres around medical ethics and as such 
it may be appropriate to notice the broad responsibilities 
of such organizations who in the garb of doing service 
to the humanity have continued commercial activities and 
have been mercilessly extracting money from helpless 
patients and their family members and yet do not provide 
the necessary services. The influence exhorted by a doctor 
is unique. The relationship between the doctor and the 
patient is not always equally balanced. The attitude of a 
patient is poised between trust in the learning of another 
and the general distress of one who is in a state of 
uncertainty. Such ambivalence naturally leads to a sense 
of inferiority and it is therefore, the function of medical 
ethics to ensure that the superiority of the doctor is not 
abused in any manner.” 


Hon’ble Supreme Court clarified that it is a great mistake 
to think that doctors and hospitals are easy targets for 
the unsatisfied patient. It is indeed very difficult to raise 
an action of negligence.' Not only there are practical 
difficulties in linking the injury sustained with the medical 
treatment but also it is still more difficult to establish the 
standard of care in medical negligence of which complaint 
can be made. 
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All these factors together with the sheer expense of bringing 
a legal action and the denial of legal aid to all but the poorest 
operate to limit medical litigation in this country. ! 


In recent times there has been an increasing pressure on 
hospital facilities, falling standard of professional 
competence and in addition to all, the ever-increasing 
complexity of therapeutic and diagnostic methods. All 
these together are responsible for medical negligence.' 
There has been a growing awareness in the public mind 
also, a reason to bring the negligence of such professional 
doctors to light. 


BRIEF FACTS OF THE CASE? 


Facts of the case, in brief, are that complainant No.1, Shri 
S.N. Verma(husband) and the complainants no 2 and 3 are 
son and daughter respectively of Late Smt. Sunita Verma, 
who was 47 years old at the time of her death. She was 
taken to Indraprastha Apollo Hospital for a whole body 
check-up (W.B.C.) on 02.04.1999. 


Complainant was asked to fill-up a form, in which, he 
inter-alia filled-up the name of the patient, name of the 
guardian and address and also the name of the doctor 
(Dr. Khursheed Anwar) who had referred the case. 


Allegations of Medical Negligence (It was submitted) 


That a healthy woman died during the course of the 
Treadmill Test which proves that there was gross 
medical negligence of the doctors/staff of the hospital. 
That the stand taken by the opposite parties that the 
patient did not give information relating to her past 
medical history is absolutely wrong. Full details of 
the past history were given along with medical 
records issued by the earlier doctor, Dr. Anwar who 
had treated the patient. 

That before conducting the TMT, reports of the 
doctors/staff of the hospital in respect of the earlier 
tests conducted by them were not evaluated. If it 
was done, it would have revealed whether the patient 
was fit enough or not for TMT. 

That only a technician was present during the TMT 
though it is claimed by the opposite parties that Dr. 
Indermeet was present. Neither, he has filed his 
affidavit nor his qualifications have been revealed. 

As there was no doctor in the TMT room, the patient 
was not asked to stop exercising as soon as ECG 
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changes appeared or symptoms of chest pain or 
discomfort or breathlessness were felt as the result 
of which she collapsed during the TMT. 

That apart from TMT report and ECG report, no other 
hospital records were given to the complainants 
though a special messenger Mr. Kalu Ram was sent 
as per the directions of the Director/Medical 
Superintendent who was requested to make available 
the test report. 

She categorically refused to give the test reports of 
the other tests and also did not acknowledge the 
receipt of the letter-dated 07.06.1999. 


Issues for Considerations before National Consumer 
Disputes and Redressal Commission: 


Following issues emerged for consideration before the 
NCDRC: 
1. Issue of Medical History 


2. Issue of Qualified Doctor, Protocol and Precautions 
for TMT 


Issue of Consent 

Issue of Medical Record 

Issue of proper Evaluation of patient 
Issue of Res Ipsa Loquitur 

Issue of Compensation 


Soe oe 


Issue of making Necessary Parties to suit 


In this paper only issue no.1 to 6 will be discussed in 
details and Issue No.7 and 8 will not be discussed. 


ISSUE OF MEDICAL HISTORY 


It was submitted that if the patient does not give past 
history, it is not possible for the doctor to assess the 
condition of the patient who may appear absolutely normal 
at rest. He has relied upon Extract of the book? is quoted 
below: 


“Tt is not possible to anticipate and prevent the rare 
instance when a small coronary artery plaque insufficient 
to produce detectable ischemia during even minimal 
exercise, may be the site of sub-intimal haemorrhage 
result in dislodgement occlusion of the vessel causing 
infarction or death. This can cause a morbidity of 10 in 
one lac and mortality of 0.24 in one lac.” 


ISSN 2394—806X 


NCDRC observed that it was the case of the opposite 
parties that no previous history was given by the patient. 
This averment is not true for the simple reason that a 
perusal of the report of the Gynecology test dated 
02.05.1999 reveals irregular long cycles, four abortions, 
menopause four months back and previous medical history 
nil. This is contradictory. The previous medical history 
cannot be ‘nil’, as the patient has revealed irregular long 
cycles, four abortions and menopause four months back. 


ISSUE OF RES IPSA LOQUITUR 


According to the defendant hospital, it is not a fit case 
to apply the principle of Res ipsa loquitur. Therefore, a 
mere accident due to gross negligence of the complainant 
himself would not make him eligible to receive 
compensation. It was further submitted that moreover 
doctors are not Gods and their treatment is based on their 
specialized knowledge in their particular field of study. 

NCDRC relying Supreme Court judgment [1] observed 
that gross medical mistake would always result in a finding 
of negligence. Use of wrong drug or wrong gas during 
the course of anesthetic will frequently lead to the 
imposition of liability and in some situations even the 
principle of Res ipsa loquitur can be applied. Even 
delegation of responsibility to another may amount to 
negligence in certain circumstances. A consultant could 
be negligent where he delegates the responsibility to his 
junior with the knowledge that the junior was incapable 
of performing of his duties properly. We are indicating 
these principles since in the case in hand certain 
arguments had been advanced in this regard, which will 
be dealt with while answering the question posed by us. 
A perusal of the anaesthesist’s notes indicates Dr. Ghosh 
tried that pacemaker. He did not mention the presence of 
Dr. Indermeet in his report at all. A perusal of the TMT 
report shows the technician’s name as Gloria. There is no 
mention of the name of Dr. Indermeet. A doctor is superior 
to the technician. If he was present, his name would have 
definitely figured in the TMT report. Hence, it is not 
possible to believe that Dr. Indermeet was present during 
the TMT. 


The opposite parties have admitted that at the time of 
conducting TMT, shortness of breath was noticed and 
the patient was unfit for TMT as a result of which she 
died. Therefore, it is clear that if a doctor would have 
been present in the TMT room, the life of the patient 
could have been saved. 
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In this case it is clear from the records that the patient 
collapsed at the TMT. During TMT, no qualified doctor 
was present. The responsibility of a doctor cannot be 
delegated to a technician. Hence, this case falls under the 
category of Res ipsa loquitur (facts speak for themselves). 
NCDRC observed that this is a clear case of medical 
negligence on the part of Indraprastha Apollo Hospital and 
the treating doctors. 


ISSUE OF QUALIFIED DOCTOR, 
PROTOCOL AND PRECAUTIONS FOR TMT 


NCDRC observed that in the case under consideration 
instead of a qualified doctor in the TMT room, only a 
technician was present. The death of the patient had 
occurred within the closed doors of the hospital room. 
NCDRC opined that therefore, the ratio of 
Spring Meadows Hospital and Anr. Vs. Harjot Ahluwalia 
and Anr. (1996) [1] case is squarely applicable to the case 
under consideration. 


The complainant quoted HeartSite.com, extract of which 
reads as follows: “When is a Regular Stress Test 
ordered? A regular stress test is considered in the 
following circumstances: 


Patients with symptoms or signs that are suggestive 
of coronary artery diseases (CAD) 

Patients with significant risk factors for CAD. 

To evaluate exercise tolerance when patients have 
unexplained fatigue and shortness of breath. 

To evaluate blood pressure response to exercise in 
patients with borderline hypertension. 

To look for exercise-included serious irregular 
heartbeats. 


The above factors were not considered in this case by 
the hospital before TMT was ordered. He further quoted 
the extract of the Apollo Clinic Koramangala, Bangalore 
case. List of pre-conditions before patient undergoes 
stress test, which are as follows: “The following 
recommendations are “generic” for all types of cardiac 
stress tests: 


Do not eat or drink for three hours prior to the procedure. 
This reduces the likelihood of nausea that may 
accompany strenuous exercise after a heavy meal. 
Diabetics, particularly those who use insulin, will need 
special instructions from the physician ’s office. 
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Specific heart medicines may need to be stopped one or 
two days prior to the test. Such instructions are generally 
provided when the test is scheduled. Wear comfortable 
clothing and shoes that are suitable for exercise. An 
explanation of the test is provided and the patient is 
asked to sign a consent form. How long does the entire 
test take? “A patient should allow approximately one 
hour for the entire test, including the preparation.” 


NCDRC concluded that none of these preconditions were 
complied with and the opposite parties took none of 
these precautions. NCDRC observed that it is seen from 
the referral of Dr. Khursheed Anwar, Consultant Physician 
dated 05.04.1999 that there was no request for TMT (page 
84 of the paper book). 


Affidavit shows only the name of the technician. On the 
other hand, Dr. P.K. Ghosh, Sr. Consultant Cardiologist in 
his report at para-6 has submitted as follows: “J ran to 
the TMT room from CCU and reached immediately 
before anybody else. As I saw the patient was having a 
systole and needed emergency pacing, I found it no 
point in trying to continue resuscitation in the TMT 
room. Hence, I got a stretcher immediately and rushed 
the patient to the emergency triage which was the nearest 
and the quickest reachable place where all facilities are 
available.” This clearly means that Dr. Ghosh was the 
first doctor to reach the TMT room. 


ISSUE OF CONSENT 


Despite this, the patient was asked to undergo TMT 
before AHMC consultant conducted a detailed physical 
examination. Before conducting the Treadmill Test, neither 
consent of the patient was obtained in writing nor it was 
explained to her the risks involved in undergoing 
the TMT though it is stated in the affidavit by Dr. (Mrs.) 
Ritu Rawat as follows: “As far as TMT is concerned, 
before it is done, every patient is described what the test 
involves, asked if the patient has any specific complaint 
and clearly told to her/him about the risks involved.” 


There is no record to show that the risks involved in 
TMT were explained to the deceased and her signature 
was obtained in the consent form. A photocopy of the 
consent form pertaining to Mrs. Sunita Verma is at page 
130 of the paper book. First half of this form pertains to 
patient registration record. Second half pertains to 
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authorization (consent) for operation and treatment. 


This is neither signed by the patient nor by her guardian 
though it is claimed that the consent was obtained. In the 
Written Submission (WS) filed by the opposite parties 
Nos.1 and 2 is wrongly stated as follows: “The WBC was 
started only after taking due consent from the patient as 
per hospital protocol applicable to her and sent for the 
procedural tests with due care.” 


NCDRC referred to Supreme Court judgment Samira 
Kohli Vs. Dr. Prabha Manchanda and Anr. 2008*, in which 
it is observed as follows: 


“Consent that is given by a person after receipt of the 
following information: the nature and purpose of the 
proposed procedure or treatment; the expected outcome 
and the likelihood of success; the risks; the alternatives 
to the procedure and supporting information regarding 
those alternatives; and the effect of no treatment or 
procedure, including the effect on the prognosis and the 
material risks associated with no treatment. Also included 
are instructions concerning what should be done if the 
procedure turns out to be harmful or unsuccessful.” 


In was also observed as under: A doctor has to seek and 
secure the consent of the patient before commencing a 
‘treatment’ (the term ‘treatment’ includes surgery also). 
The consent so obtained should be real and valid, which 
means that: the patient should have the capacity and 
competence to consent; his consent should be voluntary; 
and his consent should be on the basis of adequate 
information concerning the nature of the treatment 
procedure, so that he knows what is consenting to. 


NCDRC observed that the patient or her guardian neither 
signed the consent form. It is clear from this case that no 
valid or informed consent was taken from the patient 
before she was subjected to TMT, which involves serious 
risk. Therefore, it is a clear case of medical negligence. 


ISSUE OF MEDICAL RECORD 


NCDRC observed that replies given by the complainant 
substantiate the stand that no doctor was present in the 
TMT room. It also gives credence to the claim of the 
complainant that opposite parties have deliberately not 
given the hospital records to him. 
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In the written submission, the opposite parties have said 
that a copy of the available medical record of the patient 
have been filed, which means that certain other medical 
records, were there but they have not been made available 
to the commission. 


NCDRC observed that Medical Council of India (MCI)° 
has stipulated that the treatment records of the patient 
alongwith discharge certificate or death certificate should 
be issued within 72 hours of the death/discharge. In this 
case the death certificate does not bear any date. These 
reports were not supplied to him. NCDRC observed that 
this action of the OPs invites adverse inference. 


Issue of Compensation: The NCDRC awarded amount of 
Rs.17 lakhs by the opposite parties with 9% interest from 
the date of filing of the complaint till the date of payment. 
Opposite parties were also directed to pay Rs.15000/- as 
cost of complainant. NCDRC taken consideration of case 
law on the issue referred by the parties.® ” ® 


SUMMARY AND CONCLUSIONS 


It is also important to note that Dr. Khursheed Anwar has 
not recommended TMT. NCDRC also pointed out 
discrepancies in the death certificate issued by Dr. 
Sandeep Khurana of the Indraprastha Apollo Hospital. 
The age of the patient has been written as 40 years 
though she was 47 years old at the time of her death and 
all records of the hospital show that she was 47 years 
old. 

Secondly, cause of death is written as ““? Sudden Cardiac 
Death”. No information is given about the collapse at the 
Tread Meal. 


NCDRC raised following questions: 
“Why this question mark was put before cause of death? 
Why was collapse of TMT not mentioned?” 
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There is need to create awareness on the part of doctors 
and health administrators to introspect on issues involving 
threat to life and provide quality of healthcare involving 
patient/relatives in the decision making after taking 
informed consent. 


Ethical principles framed by the MCP in its regulations of 
maintaining medical records and supplying to patient/ 
authorized representatives whenever demanded goes in 
favor of doctors/hospitals in case of suit for medical 
negligence. 
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ABSTRACT 


The patient doctor relationship is a vital concept in 
health care. A good relationship increases adherence to 
treatment recommendations, enhances continuing care 
and promotes patient satisfaction. It has been researched 
in terms of communication, interpersonal skill of the 
doctor, mutual trust, ethics, health literacy. Doctor has 
always held disproportionate power over patient, 
particularly in India. Classic paternalism in their 
behavior is rule rather than exception. The low doctor- 
population ratio in India puts a tremendous strain on 
the available medical facilities and restricts the time 
available for doctors to interact with patients. There are 
reasons why doctors do not explain in detail to the 
patient about diagnosis, treatment planned or expected 
prognosis. Not providing information to patients is a 
clear violation of their rights. Rights of patient must be 
complimented with their responsibilities. There is need 
to formulate patient charter in all health care facilities. 


Keywords: Patient doctor relationship, ethics, patient 
rights and duties, patient charter 
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INTRODUCTION 


The patient doctor relationship has been and remains a 
keystone of care. It is a medium in which medical data is 
collected, diagnosis and plans of treatment are made, 
compliance is ensured, patient activation and rehabilitation 
support is provided.' The relationship between doctors 
and patients has received philosophical, sociological and 
literary attention since the times of Hippocratus, Caraka 
and Susruta and other sages.? A congenial relationship 
increases adherence to treatment recommendations, 
enhances continuing care and promotes patient 
satisfaction with health care and self-reported health.* 4 
This relationship, however is not balanced. The patient’s 
attitude is a complex of trust, which comes from perceived 
competence and integrity of doctor, and paradoxically, 
also that of distrust, which comes from the state of 
uncertainty and vulnerability. 


The relationship between patient and doctor is fiduciary, 
i.e., physicians are expected to act in their patient’s 
interests, even when those interests may conflict with 
their own. In addition, the doctor patient relationship is 
remarkable for its centrality during life-altering and 
meaningful times in person’s life, time of birth and death 
and during severe illness. An incompetent doctor is judged 
not merely to be a poor businessman, but also morally 
blameworthy, as having not lived up to the expectations of 
patients and having violated the trust that is essential and 
moral feature of doctor patient relationship. Trust is a 
fragile state. Deception or even minor betrayals are given 
weight disproportionate to their occurrence, probably 
because of their vulnerability of the trusting party. 
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Modern medicine has come to rely on a battery of tests 
to come to a diagnosis even for the basic clinical condition. 
Sub specialization produces a breed of doctors whose 
aim is to know more and more about less and less. A 
patient comes to a doctor with a hope that he will be 
treated holistically and not as an organ or system. Modern 
patient assumes two identities, one as health consumer 
and other as active participant in the medical decision- 
making process. This phenomenon has created an 
environment where consumer demand for information has 
shifted from a single focus on symptoms, diagnosis and 
treatment to an increasing preoccupation with cost, quality 
and access to health care. 


HISTORICAL PERSPECTIVE: CHANGING 
PARADIGM 


In the earlier age, the physician’s role was paramount, 
consisting of comfort and healing.* Care was substituted 
for cure, as physician had little else to offer. A strong 
bonding relationship existed between physician and 
patient, based upon trust and faith. Oliver Wendell Holmes 
rightly commented, “Choose a physician, as you would 
a friend.” Majority of doctor-patient meeting took place 
in patient’s home and not in an office or hospital.° This 
admittedly idyllic state reflected a relationship 
characterized by paternalism and dependency. Patients 
were often considered to be too ignorant to make decisions 
on their own. 


Role of the doctor, as friend, mentor and fount of medical 
counsel, has declined over the ages. Patients sought 
information elsewhere, with the result that the physician 
is no longer the sole, authoritative gatekeeper of medical 
information. They have become consumers and have 
turned to other information sources. The medical 
profession, increasingly isolated and alienated from 
patients, complains of neurotic and overly demanding 
patients who make lists of irritating questions.’ Low 
doctor-population ratio in India puts tremendous strain 
on available medical services and constrains the time 
available for doctors to interact with patients.* However, 
not providing information to patients about their 
diagnosis, course of treatment and prognosis is clear 
violation of their rights. 


Physicians, in India, have always held disproportionate 
power over their patients. Classical paternalism in doctor’s 
behavior is rule rather than an exception.’ Datyeet al'® 
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conducted a survey on patient-physician communication 
around HIV testing, and identified a number of gaps 
between practice and guidelines. They attributed it to the 
existing social and legal contexts of the physician-patient 
interaction in India. 


MEDICAL INTERVIEW- A LOST ART 


The medical interview is a major medium of the health 
care. It is major interface between care provider and care 
seeker. It has three functions and fourteen structural 
elements, as elucidated in Table 1. The three functions 
are gathering information, developing and maintaining 
therapeutic relationship and communicating information." 
It is a major influence on doctor and patient satisfaction 
and is a major determinant of compliance to treatment 
plan. Increasing data suggests that patients who are 
encouraged to ask question during medical interview tend 
to participate in their care which eventually results in 
better patient satisfaction. 


Effective use of the structural elements of the interview 
gives patient a sense that they have been heard and 
allowed to express their major concerns!” respect, caring’? 
and understanding. It also allows patients to express and 
reflect their feelings and relate their stories in their own 
words. '4 


Table 1 Function and elements of medical interview 





Functions 





1. Determine and monitor the nature of problem 

2. Develop, maintain and conclude the therapeutic 
relationship 

3. Carry out patient education and implementation of 
treatment plans 





Structural elements 





Prepare the environment 
Prepare onself 
Observe the patient 
Greet the patient 
Begin the interview 
Detect and overcome barrier of communication 
Survey problems 
Negotiate priorities 
Develop a narrative thread 
. Establish the life context of the patient 
. Establish a safety net 
. Present findings and options 
. Negotiate plans 
. Close the interview. 
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MODELS OF PATIENT DOCTOR 
RELATIONSHIP 


In North America and Europe, there are four models that 
define doctor patient relationship.'* These are as follows:- 


(a) Paternalistic model 
(b) Informative model 
(c) Interpretive model 
(d) Deliberative model 


In Paternalistic model, best interests of patient, as judged 
by clinical expert, are valued above the provision of 
comprehensive information and decision-making power 
to patient. The informative model, by contrast, sees patient 
as consumer who is in best position to decide for him/ 
herself. It views the doctor mainly as provider of 
information. The interpretive model has shared decision 
making mechanism. Physician helps the patient to interpret 
complex medical evidence and its relevance to patient’s 
illness. The deliberative model is one where both the 
physician and patient deliberate on the best course of 
action.'° There is obviously some overlap among 
interpretive and deliberative models. Their relationship 
can be classified as shown in Table 2 with scores for its 
components. !” 


Table 2 Models of Patient doctor relationship with its scoring 























Model Level of | Level of Level of 
patient physician’s | moral 
autonomy | decision Deliberation 

Classical paternalist|Low score | High score | Low score 

Modern paternalist |Low score | High score | High score 

Autonomist High score | Low score | Low score 

Deliberationist High score | Low score | High score 





Vaisman'® suggested that the deliberative model is most 
suitable model on the basis of the three key principles of 
ethics, viz., autonomy, beneficence and justice. 


INFORMED CONSENT, PATIENT DECISION MAKING: 
A CRITICAL REVIEW 


Failure to obtain consent constitutes refusal by physician 
to respect the autonomy of patient. However, in order to 
be consent to be truly relevant and for patient to be 
autonomous, consumers must first achieve a reasonable 
level of understanding through education, information, 
and explanation. 
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There are two models for integrating informed consent 
into the clinical practice of medicine.’ The “event model” 
of informed consent treats medical decision making as an 
isolated act that takes place at one point of time, usually 
before treatment. The “process model” integrates informed 
consent at all stages of medical decision making, requiring 
continuous care by the physician and active participation 
by the patient. ‘Event model’ is ubiquitous in clinical 
practice but ‘Process model’ reflects a recognition that 
medical decisions are rarely made at one point in time and 
active participation of patients is required in decision 
making process, with their physicians. Many a times, 
obtaining consent is viewed only as a necessary formality 
to avoid a malpractice suit. Green”® argues that introducing 
consent forms just before treatment and well after making 
decisions, undermines the role of the form in the shared 
decision making process and perpetuates adversity. 


Critics have labelled informed consent as charade.”! 
Explanation is given readily but it fails to provide the 
basis for an intelligent choice of available options to 
patient. Katz?! believes that patients “hear in doctors’ 
recommendations and not reflections of their own wishes, 
but the physician’s wishes and hopes”. What passes as 
disclosure and consent is so often an attempt by 
physicians to shape the disclosure process so that patients 
will comply with their recommendations. In this manner, 
informed consent represents a legitimization, by the 
patient, of the doctor’s unilateral professional decision. 


FACTORS AFFECTING DOCTOR PATIENT 
RELATIONSHIP 


A series of organizational factors affect the doctor patient 
relationship. The accessibility of personnel, both 
administrative and clinical, and their courtesy level 
provides a sense to patient that they are important and 
respected, as do the reasonable waiting times and 
attention to personal comfort. The availability of courteous 
staff, nurses and doctors instill a sense of security. User 
friendly education materials create an atmosphere of caring 
and concern. 


Standardization of practice, sometimes relying on 
‘evidence based medicine,’ is often used to minimize costs 
or maximize or ensure quality of care. It is often touted 
as promoting fairness by treating the individuals in like 
manner. Both standardization and application of evidence 
based principles in choosing care standards however rely 
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on value judgements about what counts as good evidence 
and how it should be interpreted and applied. The danger 
to the doctor patient relationship in these movements is 
that individual patient with their individual needs and 
preferences may be considered secondary to following 
practice guidelines, thus leading to a situation where 
patient may be compelled to feel being treated like an 
inanimate participant. Such a scenario has potential to 
spoil doctor patient relationship. 


PATIENT RIGHTS IN INDIA: AN ANALYSIS 


Patient doctor relations can be defined by the amalgam 
of rights of patients, their responsibilities and Code of 
Ethics Regulations (COER) as enunciated by MCI in 
2002.7 Disease management association of India 
(www.dmai.org.in) have drafted a document which entails 
patient rights and their responsibilities.> This draft 
document is validated by NABH. It is an open secret that 
there is hardly any intrinsic respect for patients’ rights in 
India. If they are violated, the only recourse for patients 
is to approach the consumer courts. Prominent features 
of patient rights, responsibilities and code of ethics are 
given in Table 3. 


Table 3 Salient features of Patient rights, 
responsibilities and COER 2002 








Patient Patient COER, 2002/ 

rights responsibility Doctor’s code 
of practice 

I deserve I will maintain I will provide a 


respectful care 
from my doctor 


healthy habits and 
take responsibility 
for my health 


printed schedule of 
my fees for office 
visits, procedures, 
testing and surgery. 
(Para 1.8, 3.7 COER, 
2002) 


I will schedule 
appointments to 
allow the necessary 
time to see you with 
minimal waiting time 
and listen to you 
without interruption. 
(Para 3.3 

COER, 2002) 


I will encourage you 
to bring a friend or 
relative into the 
examining room with 
you 





I would like to 
be heard to my 
satisfaction 


I will be respectful 
to doctors and 
medical staff 





I will be honest 
with my doctor 
and disclose my 
family/medical 
history 


I would like to 
get complete 
information abou 
my medical 
problem 
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Patient 
rights 


Patient 
responsibility 


COER, 2002/ 
Doctor’s code 
of practice 





I would like to 
be educated, so I 
can provide 
informed consent 


I will do my best 
to comply with 
my doctor’s 
treatment plan 


I will facilitate in 
getting you medical 
records. (Para 1.3, 
7.2 of COER, 2002) 





I would like my 
privacy to be 


If I am not 
happy, I will 


I will explain your 
prognosis and 





respected inform my doctor | further diagnostic 
activity and 
treatment. (Para 2.3 
COER, 2002) 

I want I will do my I will prescribe 


confidentiality to 
be maintained 


homework so that 
I can participate 
intelligently 


information therapy 
and discuss your 
diagnostic, treatment 
and medication 
options,to allow you 
to make a well- 
informed decision. 
(Para 7.16 
COER,2002) 





I would like my 
doctor to provide 
me with options, 
so that I can select 


I will not ask for 
padded bills and 
false certificates 


I will inform you of 
my qualifications to 
performthe proposed 
diagnostic measures 
or treatment. (Para 

1.4.2,7.20 





COER, 2002) 
I expect my I will understand | I will inform you of 
doctor to write | my medicines organizations, 
prescription legibly support groups, 


and explain me the 
dosage, dos and 


websites and 
publications that can 





don’ts and assist you 
genericoptions 

for drugs 

I would like to be I will be punctual | I will not proceed 
informed of hospital | for my until you are 

tules and regulations | appointment satisfied that you 


understand the 
benefits and risks of 
each alternative and 
I have your 
agreement on a 
particular course of 
action. (Para 7.16 
COER,2002) 








I would like 
information on 
whom to contact in 
case of an emergency 





I will pay my bills 
on time 





I will display the 
patient charter 
prominently in my 
facility 





ll 





ISSN 2394—806X 








Patient Patient COER, 2002/ 

rights responsibility Doctor’s code 
of practice 

I would like I will abide by the 

information hospital/facility 

about fees rules 





I will have realistic 
expectations from 
my doctor and 

his treatment 


I would like a 
copy of my 
medical records 














TOWARDS A NEW DOCTOR PATIENT 
RELATIONSHIP 


There exists a dilemma among the health care providers 
whether patients are to be treated as consumers or they 
are still to be treated with the sense of altruism and 
paternal attitude. Patients are definitely consumers and 
they have to be treated like one. Dynamics of patient 
doctor relationship must also be viewed through the prism 
of economics. A positive correlation exists between 
information and satisfaction, and between satisfaction 
and compliance. Patients who are encouraged to 
participate in their own health care are more likely to 
volunteer information, elicit the best in a practitioner, 
receive better care, and get better faster with less 
treatment.* Benefits that can result from the improved 
flow of information include enhancing the accuracy of 
medical history taking, facilitating patient compliance with 
therapeutic regimens, increasing patient satisfaction and 
improving patient’s physiologic and psychological 
response to therapy.’ *° 


The doctor patient interview is the foundation of clinical 
process. Two distinct narrative emerge out of it i.e, the 
patient’s story, which is the original motivating account 
that the sick person narrates to physician and medical 
account (metastory), constructed by physician from 
selected, augmented parts of the patient’s narrative. These 
two versions of the same story can warp mutual 
understanding and impede communication.”’ A new alliance 
between physicians and patients, based on co-operation 
rather than confrontation, must be universally adopted. 
Patient centered care has to replace a one sided, physician 
dominated relationship. Such an alliance must take into 
account not only the application of technical knowledge, 
but also dissemination of information to assist the patient 
to understand, control, and cope with overpowering 
emotions and anxiety. Mutual participation, respect, and 
shared decision making must replace passive submission. 
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ABSTRACT 


The three conventional methods of incision have few 
drawbacks especially when we have to detect any injury 
in the back of the body. Without any colour changes in 
the skin externally or in cases of burn where any colour 
change in skin cannot be determined, there may be 
hidden injuries on the back, which can be thoroughly 
visualized by using the fourth incision, i. e., the cosmetic 
autopsy incision. 


One of the advantages while using the cosmetic autopsy 
incision is that the long and prominent stitch mark in 
front of the body is not there in this incision. 


Keyword: Autopsy, Incision, Injury, Cosmetic Autopsy 
Incision 
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INTRODUCTION 


Medico-legal autopsy examination is a special type of 
examination of a dead body to find out the cause and 
nature of death examining all the body parts, organs with 
opening of all the body cavities to corroborate with the 
evidences of eyewitnesses as per laws of the land towards 
administration of justice and prosecution of guilty.’ For 
any sudden, suspicious and unnatural death, medico- 
legal autopsy is a must. But, the facilities and necessities 
for doing such investigation are not satisfactory in our 
set up till date. So, we must be cautious in selecting an 
incision; it should be such that, it shows all the details 
of whole circumference of the body along with all the 
body cavities. When we use the conventional methods 
of incision, the posterior portion of body is not visualized, 
which can be visualized thoroughly if we use the fourth 
or cosmetic autopsy incision. 


Although consent from guardian is not necessary for 
performing medico-legal autopsy, we the forensic people 
often have to deal with the agony of the relatives of the 
deceased in the autopsy hall. Most of the time, the 
relatives if given a chance, refuse for autopsy of their 
near and dear ones, because of the look after the procedure 
with a long stitch mark in front. But, we cannot restrict 
ourselves just to satisfy the relatives of the deceased 
since our foremost duty is to help the judiciary in 
disbursement of justice. So, we should adopt a mean that 
will not only help the law enforcing agencies but also 
satisfy the relatives of the deceased. In this regard the 
fourth incision is the only way out by which we can 
provide maximum possible information in regards of injury 
to the law enforcing agencies, and at the same time satisfy 
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the marooned relatives as the stitch marks are not visible 
from the front and at the same time the whole circumference 
of the body is visualized which is not possible in other 
methods. 


METHODS IN PRACTICE? ? 4% & 78 


Three different types of incisions conventionally used 
for opening the neck, thorax and abdomen are: 


1. “T° Shaped Incision 

It starts from symphysis menti and extends straight to 
symphysis pubis right or left to umbilicus. 
Disadvantages of this incision is the prominent stitch 
mark in front of neck, thorax, abdomen and also the neck 
structures especially in the back of neck are not visualized. 


2. “Y” Shaped Incision 

Starts at a point close to the acromion process extending 
downwards below the breast and across to the xiphoid 
process in both sides, then from the xiphoid process,the 
incision is extended downwards to the symphysis pubis. 
Here, visualization of neck structure is very poor but in 
this incision the stitch mark in front of the neck is absent. 


3. Modified “Y” Shaped Incision 

Starts behind the user to midclavicular point bilaterally, 
then carried out over the clavicle to suprasternal notchand 
then a straight incision to symphysis pubis in midline. 
Disadvantage here is also the prominent stitch mark in 
front of neck and poor visualization of back of neck 
though exposure of the neck structure in front of neck 
and to some extent the side of neck is better. 


DRAWBACKS OF THESE INCISIONS 


e Hidden injuries of posterior aspect of body are not 
visualized in all these incisions for confirmation of 
any suspected injury on the back, separate incisions 
are to be made at places. But many a time it is very 
difficult to distinguish between postmortem staining 
and bruises and also for injuries inflicted just before 
death and in dark complexion persons. 

e For examination of spinal cord, we have to make a 
separate incision on the back. 

e In cases of burn it is impossible to detect a bruise or 
any injury in deeper tissues of the back of the body 
as the posterior aspect of body cannot be visualized 
and so there is every chance that we may miss some 
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important evidences of injuries on the back. 

e Incases of death due to torture, in police custody or 
any suspicious death due to violence, it is not 
possible to examine the posterior aspect of the body 
with the conventional methods of incision. So, the 
chance of omitting injuries in the back become 
eminent. 

e An important drawback is the seepage especially 
from the abdominal cavity as the cavity is closed in 
a single layer. We Indians always obey the religious 
rules and regulations. So, after taking the body from 
the mortuary when the close relatives prepare the 
body for last right, the seepage from the body imparts 
a negative impact on them. 


THE FOURTH INCISION® "1 2 


To overcome from all these drawbacks,we can use the 
fourth incision, 1.e., the Cosmetic Autopsy Incision. By 
using this incision we can expose both the front as well 
as the posterior aspect of the body and at the same time 
hide the stitch marks in the front of the body. 


STEPS OF THE INCISION 


The process starts from the posterior aspect of the body. 
A. To expose the posterior aspect of body: 

1. Positioning of body: The body is placed in prone 
position with a wooden block under the shoulder, so that 
the neck is flexed anteriorly (Figure 1). 


2. Incision on the back: 

a. As in the conventional method, an incision in 
the scalp is made from one mastoid process to 
the opposite mastoid process in coronal plane 
(Figure 2). 

b. From the mastoid process incision is extended along 
the posterior aspect of the sternocleido mastoid 
muscle and then through the posterior border of 
trapezius to the posterior aspect of acromion process 
bilaterally (Figure 3). 

c. Then a curved incision is made along the medial 
border of shoulder joint from the tip of the acromion 
up to the mid axillary line in the axilla; the same 
incision is repeated on the opposite side also. 

d. Then from the mid axillary point in the axilla the 
incision is extended in mid axillary line to iliac crest 
on both sides (Figure 4). 
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Figure 4 


3. Reflection of posterior flap (Figure 5): 

Now the posterior part of the scalp flap is reflected back 
upto the occiput and the anterior portion anteriorly upto 
the supraorbital ridges. The posterior flap is then reflected 
back making superficial strokes with the help of scalpel 
on the subcutaneous tissues and continued through the 
back of neck, chest and finally the back of abdomen upto 
the superior border of sacrum. By this way we can reflect 
the whole flap of skin from scalp upto the superior border 
of sacrum exposing the whole back of head, neck, chest 
and abdomen and thus can visualize the whole of back. 


B. To expose the anterior aspect of body: 

After proper inspection of whole of the back, the posterior 
flap of skin is reflected back. 

1. Positioning of body (Figure 6): Now the body is turned 


: 


4 







Figure 7 


Figure 5 





Figure 8 


Figure 6 


back to supine position with a wooden block under the 
shoulder so that the neck is in extended position. 


2. Incision in the front: 

a. As in the posterior aspect, a curved incision is made 
from the acromion process along the medial border of 
shoulder in the front to the mid axillary line bilaterally 
(Figure 7). 

b. Another incision is made from the mid axillary line on 
iliac crest to symphysis pubis over the inguinal 
ligament bilaterally (Figure 8). 


3. Reflexion of anterior flap: 

Now the flap of the skin is reflected upward from the 
symphysis pubis up to the root of neck and then to the 
inferior margin of mandible bilaterally (Figure 9). While 
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Figure 10 


reflecting the anterior flap, care should be taken not to 
injure the rectus sheath as well as the neck structures. 
The whole of the anterior aspect of neck, chest and 
abdomen can be visualized and examined in this way. 


C. Opening of abdominal cavity: 

To open the abdominal cavity, a paramedian incision is 
made on rectus sheath with the help of a blunt or pointed 
scissors or enterotome, near the symphysis pubis, which 
is extended upward by keeping the index and middle 
finger as guard upto the xiphoid process (Figure 10). 


D. Opening of thorax (Figure 11): 

By cutting at the costocondral junction and then 
separating the sternoclavicular joint, the sternum is 
removed (Figure11). 


Now, we can examine the whole of the thoracic and 
abdominal cavities after separating the diaphragm. 


E. Closing of the incision: 

e Abdomen is closed by stitching the rectus sheath 
(Figure 12). 

e The sternum is replaced back to its position (Figure 
12). 

e The flaps of skin are replaced back. 





Figure13 


Figure 11 
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Figure 12 


e Stitching should be started from the incision over the 
inguinal ligament then bilateral mid axillary incision 
upto the axilla. 

e Stitching is then continued along the medial border 
of shoulder in front on both sides.Body is then turned 
back and the stitch is continued through the medial 
border of shoulder on posterior aspect and then the 
posterior aspect of neck upto the mastoid process. 
Stitching the scalp incision closes scalp. 


DISCUSSION 


In conventional method, for detection of any hidden injury 
especially on the back, (Figure 14, 15) we have to make 
separate incisions at the places where we suspect injury; 
thereby causing disfigurement of the body which can be 
avoided by using the cosmetic Autopsy Incision. 

In cases of burn where bruise detection is very difficult 
or impossible by external examination, we will surely miss 
the presence of any injury in conventional incisions. But 
as the whole circumference of the body is exposed in the 
cosmetic autopsy incision, we can readily opine about 
the presence or absence of any such injury. 


Another advantage of this incision is that, stitches made 


in the body are not seen except the stitches of medial 
border of shoulder in the front (Figure 13). Taking care 


Figure 15 
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while stitching can minimize this. So, the appearance of 
the deceased after postmortem examination is not so 
depressing like the conventional methods with a long 
stitch in front of the whole body. 


Now one of the important advantage of using this incision 
is that there is no chance of seepage from the abdomen 
which is closed in two layers, first by stitching the rectus 
and then the anterior flap. Care is to be taken while 
opening the peritoneal cavity so that the incision is made 
on the rectus muscle (paramedian incision) not in midline. 
In conventional methods, as the abdomen is closed in 
single layer, there is chance of seepage leading to 
embarrassment for the relatives of the deceased. 


While using the conventional methods to expose the 
spinal cord in some cases, we have to make a separate 
incision. But if we use the fourth incision, it can be done 
while the body is in prone position after reflecting the 
skin flap. 


With these benefits a drawback while using this incision 
is the “time factor”. We nearly have to spend twenty-five 
minutes of extra time; ten minutes for opening and about 
fifteen minutes while closing. But this extra twenty-five 
minutes is not a hurdle if we consider the advantages of 
the incision. 


SUMMARY 


The fourth incision is superior than the conventional 
incisions, because:- 


1. Whole circumference of neck, chest and abdomen is 
visualized and so, very effective particularly in cases 
of death due to torture, burn or any cases where 
injuries in the back is suspected. 


2. A stitch in front of body is not seen in this method. 
3. No or minimal seepage from the cavities. 


4. Separate incision for opening the spinal cord is not 
needed when required. 
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5. Disadvantage of the incision — 25 minutes more time 
is required for completion of the whole process. 
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ABSTRACT 


Malnutrition in older adults is associated with 
complications and premature death. The progression 
to malnutrition is often insidious and undetected. The 
nurse plays a key role in prevention and early 
intervention of nutritional problem. The Mini 
Nutritional Assessment (MNA) or Mini Nutritional 
Assessment- Short Form (MNA-SF) is a screening tool 
used to identify older adults (>60 years) who are 
malnourished or at risk of malnutrition. The MNA or 
MNA-SF is a noninvasive and inexpensive practical 
evaluation instrument which provides a simple, quick 
method of identifying older adults who are at risk of 
malnutrition. The aim of the systematic review is to 
summarize the available literature on feasibility of MNA 
for identifying geriatric malnutrition. Computerized 
searches were performed on the Pubmed, MEDLINE, 
Google-searches, Cochrane Library databases and also 
various journals to locate all the articles from 2004 - 
2014 on feasibility of MNA and MNA-SF tool for 
evaluating nutritional status of geriatric people (>60 
years). After eliminating the unwanted items based on 
inclusion and exclusion criteria selected only six 
studies, which depict specific information about full 
MNA score and MNA-SF score. This systematic review 
implies that the MNA and MNA-SF are the most 
validated and accepted screening tool for geriatric 
patients, no matter the setting, with clearly defined 
thresholds. It is the most efficient, simple and 
appropriate nutritional assessment tool for older 
people which can detect malnutrition or at risk of 
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malnutrition before severe weight or albumin loss is 
present. A physician or a dietician, can complete it 
easily and nurses in few minutes can not only detect 
malnutrition but also favor early nutritional 
intervention in order to improve quality of life. 


Keywords: Malnutrition, Nutritional Screening tool, 
MNA, MNA-SF- 


BACKGROUND 


Malnutrition in older adults is associated with 
complications and premature death. The progression 
to malnutrition is often insidious and often undetected. 
The nurse plays a key role in prevention and early 
intervention of nutritional problems. 


The Mini-Nutritional Assessment Short-Form (MNA- 
SF) is a screening tool used to identify older adults (> 
60 years) who are malnourished or at risk of malnutrition. 
The MNA-SF is based on the full MNA, the original 
18-item questionnaire published in 1994 by Guigoz, et 
al.| The most recent version of the MNA-SF was 
developed in 2009? and consists of 6 questions on 
food intake, weight loss, mobility, psychological stress 
or acute disease, presence of dementia or depression, 
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and body mass index (BMI). When height and/or weight 
cannot be assessed, then an alternate scoring for BMI 
includes the measurement of calf circumference. Scores 
of 12-14 are considered normal nutritional status; 8-11 
indicates at risk of malnutrition; 0-7 indicates 
malnutrition. An advantage of the tool is that no 
laboratory data are needed. An in-depth assessment 
and physical examination should be performed when 
patients are identified to be malnourished or at 
nutritional risk. A 72 hour food diary recording the 
patent’s consumption is another important supplement 
to the MNA-SF. 


The MNA-SF provides a simple, quick method of 
identifying older adults who are at risk of malnutrition. 
The MNA-SF should be completed quarterly for 
institutionalized older adults and yearly for normally 
nourished community-dwelling older adults. 


The full MNA has been validated in many research 
studies with older adults in hospital, nursing home, 
ambulatory care, and community settings. Studies have 
demonstrated internal consistency and inter-observer 
reliability to range from 0.51 to 0.89.3 The MNA-SF has 
a sensitivity of 89%, specificity of 82%, and a strong 
positive predictive value (Youden Index = 0.70). ? While 
the MNA-SF was developed from the full MNA, 
reliability of the MNA-SF is not yet available.* 


AIM OF THE STUDY 


The aim of this review of literature is to summarize the 
available literature on feasibility of MNA for identifying 
geriatric malnutrition. 


MATERIAL AND METHODS 


A comprehensive search from international Journals, 
Pub med, Google search, MEDLINE and Cochrane 
databases were carried out. A systematic review of the 
published literature 2004- 2014 has been used. The 
search terms or key words used were Malnutrition, 
Nutritional Screening tool, MNA (Mini Nutritional 
Assessment), MNA-SF (Mini Nutritional Assessment- 
Short Form). The reference lists of articles were checked 
for further relevant publications. Systematic mixed 
review approach is used. This approach integrates 
study findings from studies conducted within the 
country and outside the country. 
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STUDY SELECTION 


Articles were screened to determine whether the studies 
found in the search met following inclusion and exclusion 
criteria. 


Inclusion criteria 
e Studies related to geriatric nutritional screening tool 
to identify and management of malnutrition. 


e Studies related to Mini Nutritional Assessment — 
an assessment tool for grading nutritional state of 
elderly. 


e Studies related to Mini Nutritional Assessment- 
Short Form. 


e Studies included that had adequate information 
pertaining to the objectives. 


e Studies which were available in English. 


e Literature published from 2004 to 2014. 


Exclusion criteria 
e Studies with insufficient information 


Initial search started with 120 studies. After eliminating 
the unwanted items based on inclusion and exclusion 
criteria, only 6 studies were selected which depict specific 
information about full MNA score and MNA-SF for 
evaluating nutritional status of geriatric people aged 60 
years and above. 


STUDY CHARACTERISTICS 


Six studies which were conducted in India/abroad included 
and data were extracted independently by the investigator 
to obtain details about the sample characteristics, number 
of samples for the study, detailed information of 
methodology, tools used and its outcomes. The review 
was done under the following headings such as authors, 
title, methodology, results, and source. 


DISCUSSION 


The systematic review was undertaken to provide 
necessary information regarding feasibility of use of the 
MNA tool in routine geriatric assessment and also found 
that MNA is able to classify the elderly as well nourished 
and malnourished with reasonable accuracy. 





ISSN 2394—806X Saikia Kaberi 
Study Characteristics: 
AUTHOR TITLE METHODOLOGY RESULTS SOURCE 





Bawejas, Agarwal H, 
Mathur A, Haldiya 
KR (2008)° 


Assessment of nutritional 
status and related risk 
factors in community 
dwelling elderly in Western 


Rajasthan 


Cross sectional study. 
1000 community 
dwelling elderly 
population aged 60 years 
and above (both rural 
and urban). Nutritional 
assessment was done by 
MNA. 


7.1% were malnourished, 50.3% 
were at risk of malnutrition and 
only 42.6% were well nourished. 
Rural elderly were more 
malnourished (11.0%) and at risk 
of malnutrition (61.6%) than 
urban elderly (2.1% and 36.4% 
respectively). 


Journal of the Indian 
Academy of 
Geriatrics 
2008;4(1):5-13. 





Vedantam A, 
Subramaniam V, Rao 
NV and John 
KR(2010)° 


Malnutrition in free living 
elderly in rural South India: 
prevalence and risk factors 


Cross sectional study. 
227 free-living rural 
elderly aged 60 years and 
above selected randomly. 
Nutritional status was 
assessed by using MNA 


14% were malnourished and 
49% were at risk of 
malnourishment. No significant 
difference was found between 
men and women. More than 
60% of the subjects had low 
MNA scores (<23.5) indicating 
deficit in protein energy intake. 


Public Health 
Nutrition 
2010;13(9):1328-32 





Valeria Maria Caselato 
Sousa, Maria Elena 
Guariento, Gilberto 
Crosta, Mariangela 
Antunes da Silva Pinto 
and Valdemiro Carlos 
Sgarbieri (2011)’ 


Using the Mini Nutritional 
Assessment to evaluate the 
profile of elderly patients 
in a Geriatric Out patient 
Clinic and in long term 
institution 


Transversal observation 
study. 90 elderly people 
of both gender over 60 
years of age in 3 different 
settings. The MNA-SF 
was used to evaluate the 
patients for this study. 


At the HC Geriatic outpatient 
clinic the risk of malnutrition 
was found to be 72.73% while 
27.27% of the patients were 
eutrophic; no malnourished 
elderly were found.At the ASVP, 
15.38% of elderly patients were 
found to be malnourished, 
35.90% were found to be at risk 
of malnutrition and 48.72% were 
eutrophic. At the PMI, 42.50% 
of the elderly patients were 
found to be malnourished, 2.5% 
were at risk of malnutrition and 
32.50% were eutrophic. 


International 
Journal of clinical 
medicine 2011; 
2:582-587 





Kaiser MJ, Baver JM, 
Uter W, Domini LM, 
Stange I, et al (2011)* 








Prospective Validation of 
the Modified Mini 
Nutritional Assessment 
Short Forms in the 
community, nursing home 
and rehabilitation setting 





Prospective analysis 
study. Setting was 
community, nursing 
home and rehabilitation. 
657 elderly aged 65 


years and _ above. 
Measurement was done 
by classification 


agreement between full 
MNA score and MNA- 
SF. 





The MNA classified 56.3% of 


participants were well 
nourished, 29.7% as at risk and 
14.0% as malnourished. 


Agreement between the full 
MNA and classification using 
the MNA-SFs was 84.6% when 
the MNA-SF using body mass 
index (BMI) was applied and 
81.4% when the MNA-SF using 
calf circumference(cc) was 
applied. The highest agreement 
of classification was found in 
the community setting (90.8% 
and 90.4%, respectively) and the 
lowest in the rehabilitation 
setting (72.4% and 71.4% 
respectively). 





Journal of American 
Geriatric 
Society,2011;59(11) 
:2124-28. 
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Abdul Ghani, Sarfraz 
Hussain, Muhhamad 
Zubair (2013)? 


Assessment of 
Nutritional Status of 
Geriatric Population in 
Sargodha city 


Cross sectional study. 
Study was conducted 
in four randomly 
selected Union Council 
of Sargodha city. 380 
geriatric people aged 
60 years and above 
selected by systematic 
random sampling. 
Nutritional status was 
evaluated by MNA. 


5.53% of subjects were 
malnourished and 42.10% 
were at risk of malnutrition. 
Malnutrition was more 
prominent in males (3.16%) 
as compared to the females 
(2.37%) of same age group. 
The prevalence of 
malnutrition was significantly 
higher in upper age group of 
geriatric (80 years and above) 


Int J med Appl 
health, 2013;1 (1) 





Jose Shilpa and 
Kumari KS (2014) 








Validity assessment of 
MNA among an elderly 
population in Kerela, 
South India 





Two stage cluster 
sampling. 500 elderly 
persons above 60 years. 
Nutritional status was 
assessed by using a 
comprehensive approach 
including 
anthropometry, 
biochemical and clinical 
assessment, and also 
MNA tool. 





Nutritional status assessment 
by MNA score revealed that 
more than half of elderly 
(53.6%) were well nourished, 
followed by “at risk” elders 
(39.6%) and malnourished 
(6.8%). Using clinical status 
of subject as “gold standard” 
the MNA demonstrates a 
sensitivity of 90.2% and 
specificity of 96.4% in 
identifying well nourished and 
malnourished elderly, which is 
excellent. Use of BMI as a 
“gold standard’ also showed 
that MNA had excellent 
sensitivity (95.4%) and 
specificity (93.9%) in 
identifying malnutrition. 





International 
Journal of 
Advanced 
Research, 2014;2 
(2):214-221 








Baweja S, Agarwal H, Mathur A, and Haldiya KR* 
conducted a cross sectional study to assess nutritional 
status of 1000 community dwelling elderly population 
aged 60 years and above (43.8% subjects from urban area 
and 56.2% subjects from rural areas) in western Rajasthan. 
Nutritional status assessment was done by using 18 items 
(30 points) Mini Nutritional Assessment (MNA) scale. 
The result of the study revealed that 7.1% elderly were 
malnourished while 50.3% were at risk of malnutrition and 
only 42.6% were well nourished. Rural elderly were more 
malnourished (11.0%) and at risk of malnutrition (61.6%) 
than urban elderly (2.1% and 36.4% respectively). 


Vedantam A, Subramanian V, Rao N. V and John KR® 
carried out a cross sectional study to estimate the 
prevalence of malnutrition among free living elderly (aged 
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60 years and above) in a rural population of Kaniyambadi 
block, a rural development block in the state of Tamil 
nadu. Nutritional status was assessed using the Mini 
Nutritional Assessment (MNA) questionnaire. The result 
of the study revealed as evaluated by the MNA 14% of 
the 227 subjects were malnourished and 49% were at risk 
of malnourishment. More than 60% of the subjects had 
low MNA scores (<23.5) indicating deficit in protein- 
energy intake which is common among the rural elderly 
of South India and requires more attention. 


Valeria Maria Caselato-Sousa, Maria Elena Guariento, 
Gilberto Crosta, Mariangela Antunes da Silva Pinto, 
Valdemiro Carlos Sgarbieri’ conducted a study to verify 
the nutritional profile of elderly individuals through the 
application of the MNA in three different locations: at the 
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Geriatric outpatient clinic and two long-term institutions. 
Through transversal observation study, the MNA was 
applied to 90 elderly people of both genders over 60 
years of age. The MNA version modified by Rubenstein 
et al.'4and translated into Portuguese was used to evaluate 
the patients for this study. Results of the study revealed 
that at the AG, the risk of malnutrition was found to be 
72.73% + 3.77%, while 27.27% + 3.77% of the patients 
were eutrophic; no malnourished elderly patients were 
found. At the ASVP, 15.38% + 11.28% of elderly patients 
were found to be malnourished, 35.90% + 15.10% were 
found to be at risk of malnutrition and 48.72% + 15.72% 
were eutrophic. At the PMI, 42.50% + 15.30% of the 
elderly patients were found to be malnourished, 25% + 
13.40% were at risk of malnutrition and 32.50% + 14.50% 
were eutrophic. 























Kaiser MJ, Bauer JM, Uter W, Donini LM, Stange I, 
Volkert D et al® conducted a study to validate the modified 
Mini Nutritional Assessment (MNA) short-forms (MNA- 
SFs) with respect to agreement with full MNA classification 
in the target populations of the MNA. A prospective 
analysis study was conducted in community, nursing 
home, rehabilitation setting. Six hundred fifty-seven 
individuals aged 65 and older (75.3% female; mean age 
82.3 + 7.4) were selected for the study. Measurement was 
done by classification agreement between full MNA score 
and MNA-SF scores. The result of the study revealed 
that agreement between the full MNA and classification 
using the MNA-SFs was 84.6% when the MNA-SF using 
body mass index (BMI) was applied and 81.4% when the 
MNA-SF using calf circumference (CC) was applied. The 
highest agreement of classification was found in the 
community setting (90.8% and 90.4%, respectively) and 
the lowest in the rehabilitation setting (72.4% and 71.4%, 
respectively). Both MNA-SFs tended to underestimate 
nutritional status, but that was significant only for the 
MNA-SF with CC. The study was concluded that the 
modified MNA-SFs represent a valuable tool for rapid 
and reliable nutritional screening. 





Abdul Ghani, Sarfraz Hussain, Muhammad Zubair? 
conducted a study to assess the nutritional status of 
geriatric people aged 60 years and above in four Union 
Councils of Sargodha city. A representative sample of 380 
subjects (randomly selected) were studied, out of which 
209 were males and 171 were females. Nutritional status 
was evaluated by anthropometric measurements to 
calculate the body mass index, mid-arm circumference, 
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calf circumference and by data collected through the 
Mini Nutritional Assessment (MNA). The MNA results 
revealed that 5.53% of subjects were malnourished and 
42.10% were at risk of malnutrition. Malnutrition was 
more prominent in males (3.16%) as compared to the 
females (2.37%) of same age group. The prevalence of 
malnutrition was significantly higher in upper age group 
of geriatric (80 years and above) population. 


Jose Shilpa and Kumari K.S'° conducted a study on 
validity assessment of MNA among an elderly population 
in Kerela, South India. Two stage cluster sampling was 
adopted to select 500 elderly persons, 60 years of age 
who were free from apparent terminal illness or 
psychological abnormalities. Nutritional status of elderly 
was assessed by using a comprehensive approach 
including anthropometry, biochemical and clinical 
assessment. Also a global tool for assessment of 
nutritional status of elderly, the Mini Nutritional 
Assessment (MNA) tool was also used. The result of the 
study shows that nutritional status assessment by MNA 
score revealed that more than half of elderly (53.6%) were 
well nourished followed by “at risk” elders (39.6%) and 
malnourished (6.8%). Using clinical status of subject as 
“gold standard”, the MNA demonstrates a sensitivity of 
90.2% and specificity of 96.4% in identifying well 
nourished and malnourished elderly, which is excellent. 
Use of BMI as a ‘gold standard’ also showed that MNA 
had excellent sensitivity (95.4%) and specificity (93.9%) 
in identifying malnutrition. 


STRENGTHS AND LIMITATIONS 


Unlike many other nutritional instruments, the full MNA 
and the MNA-SF were developed to be user-friendly, 
quick, non-invasive, and inexpensive. The MNA-SF takes 
about 5 minutes to complete and the questions can easily 
be incorporated into a complete geriatric assessment. The 
MNA and MNA-SF have been used extensively in clinical 
research in over 200 international studies.'' A limiting 
factor may be the accurate assessment of height and 
weight to obtain BMI in bedridden individuals. To that 
end, users of the MNA-SF can substitute calf circumference 
for BMI. However, clinician lack of familiarity with the 
requirement of measuring calf circumference is a potential 
limitation.’ Question A focuses on food intake (not 
artificial nutrition), and the appropriateness of the MNA- 
SF for use in older adults who receive tube-feeding’’ or 
total parenteral nutrition needs to be considered. Patients 
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receiving tube-feeding or total parenteral nutrition should 
be monitored by a dietician or trained nutrition support 
professional. 


CONCLUSION 


The MNA provides a number of unique opportunities 
useful for practice. It is important to sensitize health 
professional to the problem of malnutrition in older people, 
especially the frail and ill. Up to date, the MNA is the 
most validated and accepted screening tool for geriatric 
patients, no matter the setting, with clearly defined 
thresholds. It is the most efficient, simple and appropriate 
nutritional assessment tool for older people. BMI cannot 
differentiate thin with good nutritional status or obese 
with malnutrition; albumin plasma level is not useful in 
the presence of dehydration or an inflammation; previous 
weight (which is often difficult to determine) is not 
necessary; the MNA can detect malnutrition or risk of 
malnutrition before severe weight or albumin loss is 
present; the MNA allows nutritional intervention and 
follow-up; it can be completed easily by a physician, a 
dietician, a nurse or generalist assessor in few minutes 
and not only detect malnutrition but also favour early 
nutritional intervention in order to improve nutritional 
parameters and especially improve quality of life. 
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ABSTRACT 


Improvements in the field of diagnostic studies as well 
as better understanding of various benign conditions 
affecting gallbladder may explain the rise in the 
incidence of it, including gallstones rather than the 
change in the living standards of Indian population. 
In the present scenario, this study tries to find out the 
instance of other benign conditions of gallbladder 
amongst the patients presenting themselves for 
laparoscopic cholecystectomy. This study will also look 
through a detailed review of literature whether in these 
benign conditions of gallbladder, laparoscopic procedure 
should be the procedure of choice. 


All the patients admitted with symptomatic gallbladder 
diseases are treated with cholecystectomy. After the 
advent of laparoscopic surgery, laparoscopic 
cholecystectomy has become the gold standard procedure 
for gallbladder removal for benign indications and is 
the preferred mode of surgery now. Many comparative 
studies between laparoscopic cholecystectomy and open 
cholecystectomy in developed countries have been 
discontinued because patients are refusing the open 
procedure for the superior procedure, i.e., laparoscopic 
cholecystectomy primarily due to its completeness and 
safety, better cosmesis and almost no post-operative pain 
and discomfort. 


This study tried to find out the spectrum of the benign 
diseases/conditions of gallbladder, which necessitate its 
removal and also keep in mind about the documented 
premalignant conditions of the gallbladder, which are 
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benign; and evaluate the prognosis of the patients with 
such conditions over a period of time to understand 
whether laparoscopic cholecystectomy should be 
considered to be the proper form of therapy in all these 
patients. 


Keywords: 
Laparoscopic 


Benign, Gallbladder, Cholecystectomy, 


INTRODUCTION 


Benign gallbladder conditions, including gallstones are 
increasingly becoming common in developing countries, 
including India.'Besides cholelithiasis and cholecystitis, 
the spectrum of benign gallbladder diseases is quite 
diverse and includes acalculous conditions such as 
acalculous cholecystitis, cholesterosis, polyposis of 
gallbladder and others which differ markedly from 
calculous cholecystitis and at the same time may or may 
not be associated with gallstones. 


While gallstones, as an entity and its clinical presence, 
have been known since ancient times, cholesterosis and 
other acalculous conditions have been recognized recently 
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in the last century. Not many studies are available on 
these conditions. Facts pertaining to calculous 
cholecystitis have been studied so many times that biliary 
surgery has become synonymous with the gallstone 
disease and is well expressed by this old dictum of A G 
Kune, ‘Know gall stones and all else will come to you in 
biliary surgery’, whereas Moynihan,’ after describing 
cholesterosis of gallbladder, raised the same question 
raised by Virchow, “does cholesterosis of the gall bladder 
produce symptoms or is it merely a pathological curiosity?’ 
which is still being debated. 


After the first laparoscopic cholecystectomy in 1985, 
laparoscopic cholecystectomy has also seen changes over 
the last two decades. From 4 port laparoscopic 
cholecystectomy to 3 port laparoscopic cholecystectomy, 
from micro-laparoscopic cholecystectomy to SILC (Single 
incision laparoscopic cholecystectomy,and from SILC to 
NOTES (Natural orifice trans-luminal endoscopic surgery) 
and NOTUS (Natural orifice trans-umbilical surgery), 
laparoscopic cholecystectomy has itself become a 
complete entity now. Introduction of robotic 
transcontinental laparoscopic cholecystectomy has again 
opened a new area to look into. In this study the procedure 
done was through classically described 4-port 
laparoscopy.* * 


The reasons for preference for laparoscopic 
cholecystectomy over open surgery are obvious and as 
follows: 

i Laparoscopic cholecystectomy is associated with 
less chances of wound infection and there is no risk 
of wound dehiscence; subsequently antibiotic usage 
is comparatively lesser than that of open 
cholecystectomy.® 

i The amount of analgesic requirement is less, as there 
is minimal post-operative pain or discomfort.® 7 


ii. Laparoscopic cholecystectomy patients tolerate oral 
feeds earlier and are mobilized quicker.* ” 
iv. The duration of hospital stay is less and patients 


can be discharged quickly from the hospital and can 
resume their work early.*® * 1° 
v. Laparoscopic cholecystectomy is associated with 
significant financial saving to the patients.'° ' 
There is definite cosmetic advantage in laparoscopic 
cholecystectomy.® 


vi. 


After the first laparoscopic cholecystectomy in 1985, 
laparoscopic cholecystectomy has also seen changes over 
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the last two decades. From 4 port laparoscopic 
cholecystectomy to 3 port laparoscopic cholecystectomy, 
from micro-laparoscopic cholecystectomy” to SILC (Single 
incision laparoscopic cholecystectomy," and from SILC 
to NOTES (Natural orifice trans-luminal endoscopic 
surgery,!! and NOTUS (Natural orifice trans-umbilical 
surgery),'4 the laparoscopic cholecystectomy has itself 
become a complete entity now. Introduction of robotic 
transcontinental laparoscopic cholecystectomy has again 
opened a new area to look into. 


MATERIALS AND METHODS 


In this study, 100 consecutive patients with a diagnosis of 
gallbladder disease that underwent laparoscopic 
cholecystectomy from July 2010 to June 2011 were included. 
These patients were studied in regard to age, sex, clinical 
presentation, sonographic findings, operative findings, 
length of hospital stay, symptomatic relief during follow 
up, complications and histopathological reporting. 


OBSERVATION AND RESULT 
AGE DISTRIBUTION 


The average age of the patient included in this study was 
37.06 years and the range was from 14 years to 70 years. 
While the average age of a male patient was 42.11 years, 
the average age in females was 34.45 years (Table 1). 


Table 1 Age wise distribution of cases 











Age groups | No. of patients 

in years Male Female Total Percentage 
11-20 02 08 10 10% 

21-30 04 18 22 22% 

31-40 10 2) 37 37% 

41-50 09 06 15 15% 

51-60 05 03 08 08% 

61-70 04 04 08 08% 

Total 34 66 100 100% 




















As we can see in the following bar chart, while the 
highest number of cases was recorded in the 4" decade 
of life, next highest number of cases was noted in 3" 
decade. In the present study, the youngest patient was 
a girl of 14 years and the oldest was a man of 70 years 
(case no 61 and 30, respectively). The number of female 
patients were more in younger age group but the sex ratio 
was almost reversed or else became equal in 5", 6" and 
7" decade of life. 
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Figure 1 Bar chart depicting age distribution 
according to sex ratio 


SEX DISTRIBUTION 


As shown in Table 2 female patients are more commonly 
presenting the disease at least till the 4" decade after 
which the male to female ratio is either reversed or becomes 
equal. The overall male to female ratio in this study is 
1:1.94, 


Table 2 Sex wise distribution of cases 








Sex No. of patients Percentage 
Male 34 34% 
Female 66 66% 

















CLINICAL PRESENTATION 


Symptomatology of the patients was observed under 
following headings (Table 3): 


Abdominal pain: In this study of 100 patients, all of them 
had history of pain in the abdomen at some or other time 
before admission as was the inclusion criteria for 
laparoscopic cholecystectomy. 


The pain was dull-aching or colicky in nature. It was mild 
type in most of the cases but sometimes severe as well. 
The pain started or was felt in the right hypochondrium 
of the abdomen, epigastric region, in left hypochondrium 
or whole abdomen. The radiation of pain was towards the 
back, right shoulder or right scapular region. Duration of 
the pain ranged from few months to several years. 
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Dyspepsia: 62 patients out of 100 (62%) presented 
complaints of flatulent dyspepsia in their history, being 
the second commonest symptom. They complained of 
epigastric discomfort after, a feeling of fullness so that 
tight clothes were loosened, eructation with temporary 
relief, and regurgitation sour fluid to the mouth with 
heartburn. 


Nausea and vomiting: In this study 39 patients (39%) 
gave history of nausea and/or vomiting during the course 
of disease, mostly during an attack of pain in the abdomen. 


Fever: There was history of fever in 11 cases (11%). 
Fever ranged from 99p -104p F and usually was associated 
with mild chill and/or rigor. 


Abdominal tenderness: Mild abdominal tenderness was 
elicited in the right upper quadrant (RUQ) in 29 patients 
(29%) at the time of admission. The following table and 
chart illustrate the incidence of different clinical 
presentation of the patients included in this study: 


Table 3 Clinical presentations 








Symptomatology No. of patients | Percentage 
Abdominal pain 100 100% 
Dyspepsia 62 62% 
Nausea and/or vomiting 39 39% 

Fever 11 11% 

RUQ tenderness 29 29% 














SONOGRAPHIC FINDINGS 


All the 100 cases were subjected to ultrasound study of 
abdomen prior to admission to the hospital for 
laparoscopic cholecystectomy. This study revealed 
gallbladder pathology in all the cases. The detailed results 
of US examination of the abdomen were(Table 4): 
cholelithiasis in 94 patients (94%), gallbladder sludge in 
4 patients (4%), cholesterosis and adenomyomatosis in | 
patient each. Multiple stones of variable size and shape 
were found in 61 cases (61%), double stones in 10 cases 
(10%) and solitary stone was found in 23 cases (23%). 
Gallbladder was also reported to be contracted in 34 
cases (34%) and distended in 12 cases (12%). 
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Table 4 Sonographic findings 








Sonographic findings No. of patients Percentage 
Multiple calculi 61 61% 
Two calculi 10 10% 
Single calculus 23 23% 
Gallbladder sludge 04 04% 
Cholesterosis GB 01 01% 
Adenomyomatosis GB 01 01% 
Contracted GB 34 34% 
Distended GB 12 12% 

















OPERATIVE FINDINGS 


All the 100 cases were treated by laparoscopic 
cholecystectomy under general anesthesia and received 
prophylactic dose of a broad spectrum injectable antibiotic, 
a 3™ generation cephalosporin at the time of induction. 
Intra-operative findings of these cases differed from each 
other based mainly on the following points. 


Pneumoperitoneum 


Creation of pneumoperitoneum was primarily done by 
open method using Hasson’s trocar system while closed 
method using Veress needle was used in some cases only 
(5 patients). 
MACROSCOPIC EXAMINATION OF 
GALLBLADDER 


On macroscopic examination, gallstones were found in 89 
cases (89%); multiple in 70 cases (78.65%) while solitary 
stones were found in 10 cases (21.35%). Other operative 
findings are shown in Table 5. 


Table 5 Macroscopic examination of gallbladder 





Macroscopic findings No. of patients Percentage 
Gallstones 89 89% 
Adhesions 64 64% 
Shrunken GB 47 47% 
Distended GB 32 32% 
Strawberry GB 25 25% 
Thickened GB 10 10% 
Inflamed/Edematous GB_ | 05 05% 
GB sludge 03 03% 

















Drainage 


No drain was given during the procedure in this study, 
except in 3 cases (3%), where it was removed on the |“ 
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post-operative day in all 3 patients after observation of 
the output. 


Length of hospital stay 


Out of 100 patients, 91 patients (91%) were discharged on 
the 1 post-operative day and remaining 9 patients were 
discharged on the 2™ post-operative day; the average 
length of post-operative hospital stay was 1.09 days. 


Symptomatic relief during follows up 


All the patients (100%) reported definite improvement in 
their symptoms during the follow up with regard to their 
pre-operative complaints. 


Histopathological examination of the gallbladder 
(Table 6) 


Routine histopathological examination of all the excised 
gallbladder was done and recorded during the follow up 
in the OPD. Out of 100 patients included in the study 
histopathological report of 77 patients (77%) showed 
chronic cholecystitis, though gallstones were present in 
89 patients (89%). 


Table 6 Histopathological reporting of the gallbladder 

















HPE No. of patients | Percentage 
Chronic Cholecystitis 77 77% 
Cholesterosis GB 06 06% 
Cholecystitis Glandularis 

Proliferans 04 04% 
Cholesterol Polyp 03 03% 
Adenomyomatosis GB 03 03% 
Adenomyomatous Polyp 02 02% 
Xanthogranulomatous 

Cholecystitis 04 04% 
Porcelain GB 01 01% 
Complications 


No complication was observed or reported during post- 
operative hospital stay or during the follow up. Patients 
whose histopathological report showed Porcelain 
gallbladder, Polyposis of gallbladder or 
Xanthogranulomatous Cholecystitis was followed up to 
six months till now and no suggestive findings of 
malignancy or any other complication were noted. 
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DISCUSSION 


The present study comprises of 100 consecutive patients 
with clinically and radiologically diagnosed benign 
conditions of gallbladder treated by laparoscopic method, 
during the period from 1‘ July 2010 to 30" June 2011. 


These cases were studied regarding the wide spectrum of 
conditions affecting gallbladder and their incidence, 
clinical presentation, investigations, surgical treatment, 
complications within the short term follow up and results. 
Laparoscopic procedure as an effective treatment for all 
these diseases/conditions was also noted. Pain in the 
abdomen was the principal presenting symptom associated 
with or without flatulent dyspepsia, nausea and vomiting, 
fever and right upper quadrant tenderness. 


A meticulous clinical examination, radiological 
investigations in the form of ultrasonography, intra- 
operative macroscopic findings of gallbladder pathology 
and lastly, histopathological examination of the specimen 
paved the way to understanding of a spectrum of diverse 
variety of conditions affecting the gallbladder in these 
patients, which included both calculous and non- 
calculous origin which may or may not be associated 
with each other. 


Out of 100 patients included in the study histopathological 
report of 77 patients (77%) showed chronic cholecystitis, 
though gallstones were present in 89 patients (89%). 
Other diagnosis reported in histopathological examination 
included Cholesterosis GB (6%), Cholecystitis Glandularis 
Proliferans (4%), Cholesterol polyp (3%), 
Adenomyomatosis GB (3%), Adenomyomatous polyp 
(2%), Xanthogranulomatos Cholecystitis (4%) and 
Porcelain GB (1%). The published lierature has revealed 
2-28.6% incidence of cholesterosis of the gallbladder in 
various studies.'* 1* However, another study had 
documented a much higher incidence of 62% in their 
study of 55 patients.!7 Overall incidence of 
Cholecystoseses, which includes Cholesterosis GB, 
cholesterol polyp, Cholecystitis Glandularis Proliferans, 
Adenomyomatosis GB and adenomyomatous polyp, was 
18% of total 100 patients. This incidence is in accordance 
with above-mentioned wide range of incidences for the 
same. 


Concomitant gallstones with Cholecystoses were found 
in 8 cases (44%). A study has reported 90 patients with 
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cholesterolosis, in the retrospective study of 636 cases. 
In the same series 53 (58.8%) individuals with 
cholesterosis were found to have concomitant gallstones, 
whereas 37 (41.2%) cases had acalculous cholesterolosis. 
Another study in 2004 also reported 63.4% calculous and 
36.6% acalculous cholesterosis with overall incidence of 
cholesterol in laparoscopic cholecystectomies of 13.4%.!57 
In a randomized clinical trial of open cholecystectomy v/ 
s laparoscopic cholecystectomy for acute cholecystitis 
analyzed that there was no significant difference in the 
rate of postoperative complications, pain score at 
discharge and sick leave and that the direct medical costs 
were equivalent while postoperative hospital stay was 
significantly shorter in the laparoscopic cholecystectomy 
group.!* 


The average post-operative hospital stay for this study 
was 1.09 days, which was comparable to previous studies 
presented by many authors.” 7) 


There was no complication noted during the postoperative 
stay in the hospital or during the follow up which is 
comparable to observations made by many.”* 4 


All the patients (100%) reported definite improvement in 
their symptoms during the follow up with regard to their 
pre-operative complaints, which is comparable to 
observations made by many authors.?> 7% 7” 8 Patients 
diagnosed with Porcelain gallbladder, 
Xanthogranulomatous cholecystitis and Polyposis of 
gallbladder were followed till two years and no findings 
suggestive of malignancy or any other complications were 
noted. 


It has been noticed in this study that there is rise in the 
incidence of Cholesterosis, Adenomyomatosis and 
Polyposis of gallbladder in the patients undergoing 
laparoscopic cholecystectomy. 


Laparoscopic cholecystectomy was the treatment modality 
in this study and there was almost complete symptomatic 
improvement during the follow up with the patients. No 
incidences of post operative complications were reported 
in these cases. Cases diagnosed with premalignant benign 
conditions like Porcelain gallbladder, Polyposis of 
gallbladder and Xanthogranulomatous cholecystitis has 
been followed up to two years and no evidence of 
malignancy or any complication are noted. 
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CONCLUSIONS 


A clinical study on benign diseases/conditions of 
gallbladder was carried out in a series of 100 consecutive 
patients admitted for laparoscopic cholecystectomy with 
a history of abdominal pain with proven gallbladder 
pathology on ultrasonography. Benign gallbladder 
conditions including calculous cholecystitis are a common 
form of biliary pathology that a surgeon has to encounter 
frequently in a woman in her middle age, though incidence 
is increasing in males and extremes of ages. This study 
although consisted of limited number of cases and a 
shorter follow up, revealed no drawback. It can safely be 
suggested that besides gallstone diseases, all other benign 
diseases also can safely be taken up for laparoscopic 
surgery for gallbladder removal. 
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ABSTRACT 


Purpose: Substance use poses a serious threat to the 
nutritional status of growing adolescents. Thus the study 
was conducted to assess the nutritional status of 
adolescent substance users living in the slums of 
Guwahati city and to evaluate the relationship between 
nutritional status and substance use behaviour. Methods: 
A cross-sectional study was conducted from 1" February 
till 31 May 2014. Using the prevalence of substance 
use as 43.4%, absolute precision of 7% and design effect 
of 2, sample size was calculated as 401. Cluster sampling 
method was used to select 23 slums. From each slum, 18 
adolescents (9 boys and 9 girls) were interviewed to get 
a total of 414 study subjects. For nutritional assessment, 
24-hour dietary recall, Body Mass Index, and 
haemoglobin estimation was done. Data was analysed 
using SPSS 16.0. Results: Overall prevalence of 
substance users was 37.7% and current users was 35.0%. 
Anaemia was found to be significantly associated with 
substance use status. However, relationship between BMI, 
calorie deficit and substance use status was not found 
to be statistically significant. Conclusion: Relationship 
of anaemia with substance use behaviour invites more 
evidence based research for effective intervention. 
However, a temporal association could not be established 
between the two. 


Keywords: Nutritional Assessment, Substance User, 
Anaemia, Slum Dweller 
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INTRODUCTION 


Substance use has been a menace throughout the world 
for many centuries. Substance is defined as ‘any 
substance, whether natural or artificial in origin, which 
when taken into the body in sufficient quantities, exerts 
a non-negligible effect on a person’s perception, 
cognition, emotion, and/or behavior’.' As per ICD-10, 
substances include tobacco and its products, alcohol, 
opioids, cannabinoids, volatile solvents, hallucinogens, 
sedatives, cocaine, other stimulants and psychoactive 
substances.” Substance use is a life-style and behavioral 
problem that can lead to social and public health problems, 
and adolescents seem to be the most vulnerable group to 
become an easy prey. Adolescence is a critical phase 
characterized by great physical, physiological, 
psychological and social changes. During adolescence, 
individuals typically experiment with a wide range of 
behaviours and life style patterns. They tend to develop 
a sense of autonomy, freedom and try to establish a 
personal identity. The problem of substance use is worst 
in the slums due to the various environmental factors. 
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People using substances experience a wide array of 
physical effects, one of them being the nutritional 
problems, more specifically the nutritional deficiencies. 
Many studies on addicts have demonstrated nutritional 
deficiencies, including weight loss and changes in dietary 
patterns though the results are variable.*!° Factors that 
could explain the discrepancies among these studies 
include differences in the types, duration and frequency 
of substances used. Although nutrition is a 
multidimensional subject, the influence of abusive 
substances on the nutritional status during the growth 
spurt period of adolescence is a matter of concern. 


Studies are limited in this regard that evaluates the 
nutritional status of substance users especially the 
community based ones. With this background the present 
study was conducted with the objectives of assessing 
the nutritional status of adolescent substance users living 
in the slums of Guwahati city and evaluating the 
relationship between nutritional status and substance use 
behaviour. 


METHODS 
Study Design: Community based cross-sectional study. 


Study Area: Slums of Guwahati city, Assam. According to 
Guwahati Development Department, Government of Assam 
(2009), there are 90 notified slums in Guwahati city with 
an approximate total population of 167796, spread over 31 
municipal wards encompassing 27966 households 
approximately. "! 


Study Population: Adolescents (10-19 years), both males 
and females residing in the slums. 


Inclusion Criteria: All adolescents (10-19 years), both 
males and females residing in the slums for last six months 
and consenting to the interview. 


Exclusion criteria: Critically ill adolescents. 
Study Period: 1“ February till 31 May 2014. 


Sample size and Sampling: Using the prevalence of 
substance use among adolescents as 43.4%,! absolute 
precision of 7% and confidence interval of 95%, sample 
size was calculated as 200.5, applying the formula, n = 
4pq/L*. Considering a design effect of 2, the sample size 
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came out to be 401. From the total 90 notified urban slums 
in Guwahati city, 1/4", i.e., 23 slums were selected by 
cluster sampling method. For the selection of desired 
clusters PPS (Population Proportionate to Size) method 
was applied. From each slum, equal number of boys and 
girls were taken (18 adolescents, 9 boys and 9 girls) to 
get a total of 414 study subjects. 


Data Collection Tools: Predesigned and pretested 
schedule, electronic weighing scale, measuring tape, 
hemochek kit. 


Data Collection Technique: House to house visit was 
made. The first household in each slum was selected at 
random one all the adolescents fulfilling the inclusion 
criteria were interviewed from the house and the data 
were recorded using a predesigned and pretested schedule, 
and moved on to the next house in search of the 
subsequent respondents. If the required number of sample 
units was not met in that slum, then the adjacent slum 
was taken to get the remaining sample units. Beforehand 
an adequate rapport was built up with the community/ 
opinion leaders and family members of the subjects by 
carefully briefing the purpose of the study. Nutritional 
assessment was done by 24-hour dietary recall, calculating 
Body Mass Index and hemoglobin estimation using 
Hemochek Kit (100 randomly selected respondents, 50 
among substance users and 50 among non-users). 


Data was analyzed using SPSS 16.0 (SPSS Inc. Chicago). 
Ethical Clearance was obtained from the Institutional Ethics 
Committee. Written and informed consent was obtained 
from the study participants/their guardians. 


Operational Definition: 


Never User: The respondent, who has not taken any of 
the substances ever in life, or who used fewer than 10 
times in his/her entire lifetime. 


Ever User: The respondent, who accepts having taken 
one or more substances in his/her lifetime for more than 
10 times, may continue to take or has given up taking. 
This is further classified as current user and ex-user. 


Current User: The respondent, who has taken 
substance(s) for more than 10 times in his/her lifetime and 
is currently using them during the past one month. 
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Ex-user: The respondent, who has taken substance(s) for 
more than 10 times in his/her lifetime, but has given up 
using for at least the last one month. 


OBSERVATIONS AND RESULTS 


The prevalence of ever users was found to be 37.68% 
and that of current users was 35.02% and ex-users was 
2.68%. While assessing the nutritional status and 
evaluating the relationship between nutritional status and 
substance use behaviour, only the current users were 
considered and the ex-users were excluded. Table 1 shows 
the distribution of adolescents according to their Body 
Mass Index. 


Table 1 Distribution of Mass Index 








Body Mass Boys (%) Girls (%) Total (%) 
Index (kg/m?) 

<18.5 78 (39.00) 159 (78.33) | 237 (58.81) 
18.5 — 24.9 109 (54.50) | 40 (19.70) 149 (36.97) 
>24.9 13 (6.50) 4 (1.97) 17 (4.22) 
Total 200 (100.00) | 203 (100.00) | 403 (100.00) 




















The prevalence of under-nutrition among the current users 
were 62.07% as compared to 56.98% among the never 
users. However, the relationship between BMI and 
substance use behavior was not found to be statistically 
significant (p = 0.4663) as shown in Table 2. 


Table 2 Relationship between BMI and substance use status 




















BMI (kg/m? | Current user | Never user | Total 

< 18.5 90 (62.07) 147 (56.98) | 237 (58.81) 
18.5-24.9 48 (33.10) 101(39.15) | 149 (36.97) 
>24.9 7 (4.83) 10 (3.87) 17 (4.22) 
Total 145(100.0) 258(100.0) | 403 (100.0) 





x7= 1.526, df = 2, p —value = 0.4663 


The mean calorie deficit among the current users was 
845.34 (+156.46) kcal/day (Table 3). 





Out of the 100 randomly selected study subjects, majority 
(51%) of the adolescents had 10-12 gm/dl of hemoglobin, 
28%had less than 10 gm/dl and only 21% had normal 
hemoglobin status (more than 12 gm/dl). The mean 
hemoglobin among current users was 10.46 (+1.216) gm/ 
dl in comparison to 11.18 (+ 1.612) gm/dl among the never 
users (Table 3) and the association between the 
hemoglobin status and substance use behavior was found 
to be statistically significant (p < 0.05). 
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Table 3 Relationship between mean Hb status and 
mean calorie deficit with substance user status 



































Variables |Current Never t- df | p- 
user user value value 

Mean 10.46 11.18 2.521 | 98 | 0.0133 

Hb (SD) |(41.216) (+ 1.612) 

(gm/dl) 

Mean 845.34 822.32 1.335 | 401 | 0.1825 

Calorie (£156.46) | (£171.23) 

deficit (SD) 

(kcal/day) 

DISCUSSION 


The overall prevalence of substance users was 37.68% 
and that of current users was 35.02% and ex-users was 
2.68%. Kokiwar PR and Jogdand GS found 32.7%,'3 Sarangi 
L et al found 43.4%,'? whereas Benegal V et a/ found the 
prevalence of substance use even higher.'* This variation 
could be attributed to inclusion of equal numbers of 
males and females in the present study. 


From Table 1, it was seen that majority (54.50%) of the 
boys had BMI of 18.5-24.9 kg/m? whereas 78.33% girls 
had BMI of <18.5kg/m?. While eliciting the relationship 
between BMI and substance use status (table 2), it was 
found that majority of the current users (62.07%) had 
BMI of < 18.5 kg/m’, also most of the never users (56.98%) 
had BMI of < 18.5 kg/m’. But this relationship was not 
statistically significant. Also, no temporal relationship 
could be established between the two. However, Islam 
NSK eral observed significantly low BMI (p<0.001) among 
the drug addicts.* Karajibani M etal studied the BMI of 
drug users in a treatment centre in Zahedan, Iran and 
results showed that 40.4% men and 0% women were 
wasting; 21.3% men and 14.3% women were at risk of 
wasting; 34.1% men and 57.1% women were of normal 
weight; and 4.2% men and 28.6% women were overweight.* 
Ross LJ et al, also found a significant relationship between 
BMI and substance use status.° 


Only 21.0% adolescents had more than 12 gm/dl of 
hemoglobin. Table 3 reveals that the mean hemoglobin 
for the current users and the never users were 10.46 (+ 
1.216) gm/dl and 11.18 (+ 1.612) gm/dl respectively. And 
this difference between the two groups according to their 
hemoglobin status was found to be statistically significant 
(p<0.05). However, no temporal relationship could be 
established. Islam NSK et a/ conducted a study to assess 
the nutritional status of drug addicts undergoing 
detoxification at Central Drug Addiction Treatment 
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Hospital, Dhaka in 1999, which revealed the drug addicts 
had significantly (p<0.001) lowered hemoglobin.* 
Subramoney S and Gupta PC found that smokeless 
tobacco use during pregnancy influenced hemoglobin 
levels in a population-based cohort of 918 pregnant 
women in Mumbai, India. Mean hemoglobin levels were 
significantly lower in users (10.00 g/dl) compared with 
non users (10.46 g/dl), (p < 0.000).!° 


Also, the present study reveals no statistically significant 
difference in mean calorie deficit among current users and 
never users (Table 3). However, various studies found 
low calorie intake among the drug addicts.*’ Such findings 
in our study could be attributed to the fact that a small 
sample of the adolescents was included and also the 
users were using different substances for varying duration 
and amount. Son SM ef a/ found no significant difference 
of BMI by smoking status even though the smokers 
showed significantly lower carbohydrate intake and 
tendency of lower energy intake.’® 


LIMITATION 


One of the important limitations of the study is the small 
sample size. Also, nutritional deficits as reported among 
the substance users could not be attributed to the 
substance use behaviour as the temporality could not be 
established between the two, and also the factors like 
type of the substance being used, amount, frequency 
and duration of the substance use could have influenced 
the results. Similarly, the influence of co-morbidities on 
the study results could not be excluded. 


CONCLUSION 


The significant relationship between anaemia with 
substance use behaviour as found in the present study 
invites more evidence based research for effective 
intervention as this is an important point in dealing with 
the problems of malnutrition among the adolescent age 
group. Prospective studies with larger sample size in this 
regard might further help in probing into the issue in its 
depth. 
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ABSTRACT 


A case control study was undertaken to find out the 
significance of serum adenosine deaminase activity in 
hepatitis, to correlate the changes in serum adenosine 
deaminase activity with respect to other liver function 
tests and to evaluate its clinical usefulness in diagnosis 
of hepatitis. Out of total 60 subjects, 30 healthy 
individuals were taken as control group and 30 cases 
of different types of hepatitis were taken as test group. 
The serum Adenosine deaminase and liver function tests 
were done by colorimetric methods. The mean serum 
adenosine deaminase activity in control group and the 
test group were found to be 21.3+3.69 U/L and 
73.3+18.33 U/L respectively with a significance of 
P<0.001. Positive correlation have been found between 
adenosine deaminase and some parameters of liver 
function tests such as total bilirubin and serum 
transaminases in hepatitis which is significant with 
P<0.05. So, serum adenosine deaminase activity in 
hepatitis is significantly raised than that in the normal 
healthy persons and is increased with increasing levels 
of serum transaminases and total bilirubin levels. The 
study concluded that determination of serum adenosine 
deaminase along with liver function test would increase 
both the sensitivity and the specificity of laboratory 
tests in the detection of hepatitis. 


Keywords: Case Control Study, Adenosine Deaminase, 
Hepatitis, Liver Function Test 
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INTRODUCTION 


Hepatitis can be described as an inflammatory process in 
the liver characterized by diffuse or patchy hepatocellular 
necrosis affecting all acini. Acute hepatitis is when it 
lasts less then 6 months and chronic hepatitis is when it 
persists longer. A group of virus, known as hepatitis 
virus (A, B, C, D and E) cause most cases of liver damage 
worldwide. Hepatitis can also be due to toxins (notably 
alcohol) or from autoimmune process, hepatitis due to 
metabolic diseases (Wilson’s disease), ischemic hepatitis, 
non-alcoholic steatohepatitis, hereditary (a,-antitrypsin 
deficiency, hereditary hemochromatosis), etc. Epidemics 
of liver disease were recorded, as long ago as Hippocrates’ 
time and, despite major advances in diagnosis and 
prevention methods over the past two decades, viral 
hepatitis remains one of the most serious global health 
problems facing humans today. 


Liver tests rarely suggest a specific diagnosis; rather, 
they suggest a general category of liver disease, such as 
hepatocellular or cholestatic, which then further directs 
the evaluation. The liver carries out thousands of 
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biochemical functions, most of which cannot be easily 
measured by blood tests. Laboratory tests measure 
only a limited number of these functions. In fact, many 
tests, such as the aminotransferases or alkaline 
phosphatase, do not measure liver function at all. 
Rather, they detect liver cell damage or interference 
with bile flow. Thus, no test enables the clinician to 
accurately assess the liver’s total functional capacity. 
To increase both the sensitivity and the specificity of 
laboratory tests in the detection of liver disease, it is 
best to use them as a battery. Due to the above 
shortcomings, there is a continuous search for a test 
along with the existing liver function tests, which also 
gives a picture of the pathogenesis of the liver disease. 
Testing for serum adenosine deaminase level in hepatitis 
gives us an idea about the mononuclear cell infiltration 
and lymphocytic proliferation that occurs in hepatitis 
along with hepatocyte damage. 


Adenosine deaminase is an enzyme involved in the 
catabolism of purine bases, capable of catalyzing the 
deamination of adenosine, forming inosine in the process.! 
Its main physiologic activity is related to lymphocytic 
proliferation and cell mediated immune response.” It was 
reported that high serum adenosine deaminase activities 
were observed in patients with acute hepatitis, alcoholic 
hepatic fibrosis, chronic active hepatitis, liver cirrhosis 
and hepatoma.’ The elevated serum adenosine deaminase 
activity in patients with hepatitis may reflect the 
phagocytic activity of macrophages and proliferation of 
lymphocytes, and may provide useful additional 
diagnostic information on the pathogenesis of hepatitis. 
In view of the above, the present study is undertaken to 
evaluate the value of adenosine deaminase activity in 
various types of hepatitis and correlate the values with 
other liver function tests. 


MATERIALS AND METHODS 


The present study was designed as a case control, hospital 
based study in a tertiary care medical college and hospital. 
Two groups of subjects selected for the study are as 
follows: 


1. Control group: In the control group, only those subjects 
were selected who gave no history suggestive of hepatitis 
or any major illness in the recent past and in whom 
clinical examination did not reveal any abnormality relating 
to any system. There were 22 male and 8 female subjects 
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with age ranging from 10 years to 60 years. Among the 
subjects selected, healthy individuals, age and gender 
matched for the patients, were included as controls. All 
individuals of the control group co-operated voluntarily. 


2. Experimental or Test group: In these groups’ 30 cases 
of different types of hepatitis including viral, toxic, 
alcoholic and autoimmune hepatitis was taken with prior 
informed consent. There are 23 males and 7 females in the 
experimental group. The cases were selected on the basis 
of the following criteria: 


(a) History and findings suggestive of hepatitis namely 
fever, malaise, anorexia, nausea, vomiting, pain in the 
right upper abdomen, high colored urine, jaundice, 
tender hepatomegaly, etc. 


(b) Biochemical evidence of damaged liver function with 
serum total bilirubin level more than 1.2 mg/dl. 


(c) It was also ensured that the patients did not have 


other diseases such as diabetes mellitus, 
cardiovascular diseases, hypertension, kidney disease, 
etc. 


The following investigations were done in each of the 

cases: 

1) Serum adenosine deaminase estimated by 
MICROXPRESS ADA- MTB kit dependent on Giusti 
method.* 

2) Liver function profile: 

i) Total serum bilirubin estimated by Modified 

Jendrassik and Grof’s method.° 

Total protein measured by Biuret method.” * 

Albumin estimated by Bromocresol green method.’ 

Serum alanine aminotransferase (ALT or SGPT) 

estimated by Modified International Federation 

of Clinical Chemistry (FCC) method.'® 

Serum aspartate aminotransferase (AST or SGOT) 

determined by IFCC method.!° !! 


il) 
itl) 
iv) 


v) 


RESULTS AND OBSERVATION 


Age and sex distribution of subjects: In the control group, 
the age of the subjects ranged from 10 to 60 years, with 
a mean of 34.6 years and a standard deviation of 11.69. 
The majority of them belonged to third decade 
constituting 33.3% of the total. Out of a total of 30 controls 
22 were male (73.4%) and 8 were female (26.6%). The age 
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of the patients ranged from 10 years to 60 years, with a 
mean of 34.7 years and a standard deviation of 10.9. The 
peak incidence of the disease was observed in the age 
group of 20 to 29 years (36.7%) followed by 30 to 39 
years (26.7%) and 40 to 49 years (23.3%). Out of a total 
of 30 cases 23 were male (76.7%) and 7 were female 
(23.3%). 


Table 1 Age and sex wise distribution of subjects 














Variables Group 
Control Test 
Number | Percentage | Number | Percentage 
of cases of cases 
Age | 10-19 2 6.7 1 3.3 
in 20-29 10 33.3 11 36.7 
years | 30-39 8 26.7 8 26.7 
40-49 6 20 f 2353 
50-60 4 13.3 3 10 
Sex | Male 22 73.4 23 76.7 
Female 8 26.6 f 23:3 























Etiology of hepatitis: Maximum of the hepatitis cases are 
of viral origin with a percentage of 63.3%. Majority of the 
viral hepatitis cases have hepatitis A with a percentage 
of 47.4 %. 


Serum adenosine deaminase activity in hepatitis: 
Figure 1 shows that majority of the patients with hepatitis 
were having ADA more than 80 U/L. Very few cases were 
having ADA below 60 U/L. Moderate number of cases 
were having ADA in between 60 to 80 U/L. 








Percentage 

















Below 40 41-50 


51-60 
ADA level in U/L 


61-70 71-80 Above 80 











Figure 1 Percentage distribution of ADA in hepatitis 
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Table 2 Results of estimated serum adenosine 
deaminase under different conditions in control and 
experimental groups with their mean values and 
statistical parameters 









































Control group (A) Experimental group 
Serial | ADA | Serial} ADA | Serial | ADA |Serial | ADA 
No. |(U/L) No | (U/L) No |(U/L)} No |(U/L) 
1 22 16 23 1 46 16 85 
2 15 17 25 2 56 17 72 
3 21 18 24 3 121 18 64 
4 25 19 25 4 61 19 101 
B) 22 20 22 5 57 20 92 
6 17 21 16 6 42 21 60 
7 22 22 28 7 88 22 76 
8 18 23 24 8 81 23 110 
9 20 24 27 9 ap 24 63 
10 21 25 25 10 66 25 76 
11 17 26 26 11 74 26 64 
12 19 21 23 12 52 27 98 
13 21 28 13 13 82 28 77 
14 17 29 19 14 71 29 61 
15 22 30 20 15 69 30 77 
STATISTICAL PARAMETERS 
N 30 30 
SUM 639 2198 
MEAN 21.3 73.3 
SD 3.69 18.33 
SEM 0.67 3.39 
CV 17.13 25.03 
Range 13 — 28 42 - 121 
Min 13 42 
Max 28 121 
aa Degree of | ‘t’ ‘p’ 
between freedom 
AandB | 58 -15.23 <0.001 

















Table 2 shows that the serum ADA values in the test 
group have been significantly increased with a mean +SD 
of 73.3+18.33 U/L in comparison to the control group 
with mean +SD of 21.3+3.69 U/L. The‘t’ value is -15.23 
and the ‘P’ value is <0.001. 


Liver function test in hepatitis: 

The mean serum total bilirubin level is more in test group 
(9.1 mg/dl) than that in control group (0.77 mg/dl). Mean 
serum AST level is more in the test group (544.6 U/L) 
than that in the control group (29.9 U/L). Mean serum 
ALT level is more in the test group (751.2 U/L) than that 
in the control group (33.6 U/L). Mean serum total protein 
level is decreased in the test group (6.42 g/dl) than that 
in the control group (7.29 g/dl). Mean serum albumin 
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level in the test group (3.42 g/dl) is decreased than that 
in the control group (4.44 g/dl). 


CORRELATION STUDIES 


a) Correlation between total bilirubin and ADA in hepatitis: 




















Correlation between Total bilirubin and ADA in hepatitis 
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Figure 2 shows that there is positive correlation between 
ADA and total bilirubin in hepatitis with correlation 
coefficient r= 0.4533 which is significant with P=0.0119 
i.e <0.05 


b) Correlation between AST and ADA in hepatitis: 





Correlation between AST and ADA in hepatitis 
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Figure 3 shows that there is positive correlation between 
ADA and AST in hepatitis with correlation coefficient 
t=0.4563 which is significant with P=0.0113 i.e <0.05 


c) Correlation between ALT and ADA in hepatitis: 





Correlation of ADA and ALT in hepatitis 


140 





ADA in U/L 
2888 
toe 
ole 0° 
e 
° 
Se 
° 
7 
" 
° 











3000 4000 5000 


ALT in U/L 


0 1000 2000 6000 











Figure 4 shows that there is positive correlation between 
ADA and ALT in hepatitis with correlation coefficient 
r=0.4104 which is significant with P=0.0243, i.e. <0.05 
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Negative correlation have been found between ADA and 
albumin in hepatitis with correlation coefficient r= - 0.2539 
and P>0.1, 1.e., not significant. Similarly, there is no 
correlation between ADA and total protein in hepatitis 
with correlation coefficient r= 0.09198 and P>0.1, i.e., not 
significant. 


DISCUSSION 


This study shows that, serum adenosine deaminase 
activity in hepatitis patients have a significantly higher 
value compared to the control subjects (p<0.001). The 
control group comprising of 30 individuals have a mean 
serum adenosine deaminase activity of 21.3+3.69. The 
test group consisting the same number of cases has a 
mean serum adenosine deaminase activity of 73.3+18.33 
with a significance of P<0.001 against 58 degrees of 
freedom. So, the high values found in hepatitis against 
control group are statistically highly significant. This 
means that hepatitis patients have higher values of serum 
ADA against normal healthy individual. Kalkan A et al, 
1999" in the study ‘Adenosine Deaminase and Guanosine 
Deaminase Activities in Sera of Patients with Viral 
Hepatitis’ stated that increase in serum ADA activities in 
hepatitis forms may be dependent on and reflect the 
increase in phagocytic activity of macrophages and 
maturation of T-lymphocytes, and may be valuable in 
monitoring in viral hepatitis cases. According to 
Kobayashi F et al, 19934 ADA activities are raised also in 
alcoholic hepatitis. Although in toxic and alcoholic 
hepatitis, there is no macrophage activity or lymphocyte 
proliferation, the raised serum ADA activity may be due 
to ADAI isoenzyme which is because of the hepatocyte 
damage as described by Kurata N et al'?. The result 
obtained matches with the results found by various 
authors like Takahashi M et al 1984'4, Wang J L et al 
1986, Kaya S et al 2007!°, Vasudha K C et al 2006", 
Pratibha K et al 2004!) etc. 


Very highly significant differences in the liver function 
tests between the normal control and the test group 
with hepatitis shows that the levels of the liver function 
tests are significantly affected by the hepatocyte status 
under hepatitis and establishes the reliability for their 
comparative analysis with the secondary variable 
adenosine deaminase. In the present study, positive 
correlation was detected between the levels of ADA 
and those of ALT, AST and total bilirubin in hepatitis 
cases. 
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CONCLUSION 


From this small study, it can be concluded that serum 
ADA activity in hepatitis is significantly raised than that 
in the normal healthy persons. The serum ADA activity 
is increased with increasing levels of serum transaminases 
and total bilirubin levels. 


To increase both the sensitivity and the specificity of 
laboratory tests in the detection of liver disease, it is best 
to use them as a battery. Testing for serum adenosine 
deaminase level in hepatitis gives us an idea about the 
mononuclear cell infiltration and lymphocytic proliferation 
that occurs in hepatitis along with hepatocyte damage. 
Inclusion of this test to identify the inflammatory reactions 
occurring in hepatitis will help in monitoring the clinical 
status of the hepatitis patient and hence the prognosis. 
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ABSTRACT 


To provide quality care at the end of life or for chronically 
ill patients, nurses must have good knowledge, attitude 
and practice about palliative care. Palliative care 
concept is new in Assam and very little is known about 
the type of services offered and the readiness of nurses 
to provide palliative care. A descriptive study was 
conducted to assess the knowledge and practice of staff 
nurses on palliative care in selected hospitals of 
Guwahati city, Assam. A self-administered structured 
questionnaire was used to collect data from 100 staff 
nurses. The study revealed that maximum 79% have 
inadequate knowledge, 21% have moderately adequate 
knowledge and no one has adequate knowledge on 
palliative care. According to the levels of practice 
maximum 48% practice adequately where as 43% 
practice moderately adequate and only 9% practice 
inadequately. The correlation (r= 0.30) indicates that 
there is a positive correlation between knowledge and 
practice scores of palliative care by the staff nurses. 
Further analysis revealed that there is positive 
correlation between knowledge and practice with all 
the age group, professional qualification, The result 
also reveals that the nurses working in North-East Cancer 
Hospital and Research Institute and Dr. B. Barooah 
cancer hospital practices more according to their 
knowledge because of their exposure to patients who 
needs palliative care than the nurses working in Gauhati 
Medical College Hospital. It was also observed that 
there is negative correlation between knowledge and 
practice of nurses with lowest and highest years of 
experience selected for this study. 
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Keywords: Curative, Quality of life, descriptive survey 
approach, convenient sampling technique, psychosocial, 
spiritual, communication, dying, bereavement 


INTRODUCTION 


Palliative care began in hospice movement. The first 
hospital based palliative care programme began in United 
States in the late 1980’s.':? In most countries, palliative 
care is provided by an interdisciplinary team consisting 
of physicians, registered nurses, nursing assistants, social 
workers, hospice chaplains, physiotherapists, 
occupational therapists, complementary therapists, 
volunteers and most importantly family members.' 


According to World Health Organization palliative care is 
an approach that improves the quality of life of patients 
and their families facing the problems associated with life 
threatening illness, through prevention and relief of 
suffering by means of early identification and impeccable 
assessment and treatment of pain and other problems 
physical, psychosocial and spiritual.” * 


Palliative care is the active total care of patient in advanced 
and incurable stages of cancer. More than 70% of all 
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cancer patients in India require palliative care for relief of 
pain, other symptoms and psychosocial distress. The 
need for education and training in palliative care has 
been emphasized by the World Health Organization.* * 


The nurse is a key member of health team who typically 
has the greatest contact with the patient. This prolonged 
contact gives the nurse a unique opportunity to know 
the patient and the caregivers, to assess in depth what 
is happening and what is of importance to the patient, 
and to assist the patient to cope with the effects of 
advancing disease. The nurse’s expertise in providing 
physical and emotional care to the patient, symptom 
management, patient and family education, and in 
organizing the patient’s environment to minimize loss of 
control, is critical to palliative care.® 78 


Studies revealed that critical care nurses not only lack 
knowledge about palliative care in general and 
management of signs and symptoms in particular, but 
also lack knowledge about providing support to and 
communicating with patients and patients’ families and 
the spiritual needs of patients and their families.” '® '! 


The value of palliative care to nurses who deliver majority 
of care to critically ill patients is unquestionable, and 
there is a need to support and educate nurses for the 
provision of high quality palliative and end-of-life care. 
The significance of a knowledge deficit of palliative care 
has been seen throughout various studies. Hence, the 
first step in developing a strategy to support and educate 
nurses about palliative care is to assess their current 
knowledge, attitudes and practice as there is limited 
research on palliative care with the nurses. 


Keeping in view all these above mentioned facts and as 
no such study was conducted on assessing knowledge 
and practice of staff nurses on palliative care in North- 
East India, the present study was undertaken. The 
findings of the study will also create awareness among 
the educator, practitioner, administrator and researcher in 
this particular field. 


OBJECTIVES 

1. To assess the knowledge and practice of staff nurses 
on palliative care. 

2. To find out the correlation between knowledge and 
practice of palliative care by the staff nurses. 

3. To find out the correlation between knowledge and 
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practice of staff nurses on palliative care with their 
selected demographic variables (Age, professional 
qualification, work area, and years of experiences). 


MATERIALS AND METHODS 


The descriptive survey approach was adopted for the 
study. This study was confined to the nurses working in 
Gauhati Medical College and Hospital, Dr. Bhubaneshwar 
Barooah Cancer Institute and North East Cancer Hospital 
and Research Centre. The population consisted of staff 
nurses working in theses three hospitals. 


The size of the sample was 100 and convenient sampling 
technique was used for this study to select the sample. 


Data collection instrument and technique 

The self administered structured questionnaire was used 
which consists of demographic characteristics, 
questionnaire on knowledge and practice of palliative 
care. Knowledge score has been divided into three 
categories. They are inadequate knowledge upto 50%, 
moderately adequate knowledge score from 51% to 75% 
and adequate knowledge score above 75%. Practice score 
has been divided into three categories. They are 
inadequate practice; score up to 50%, moderately adequate 
practice; score from 51% to 75% and inadequate practice 
score above 75%. 


RESULTS 


All the items of the tool were coded and transferred into 
master sheet for analysis. Frequency and percentage 
distribution was used to describe the demographic 
characteristics. To find out the correlation between 
knowledge and practice, Karl Pearson’s correlation 
coefficient (r) was used. 


Demographic characteristics 


The data revealed that 62% were of 21-30 years, 26% 
were of 31-40 years and the only 12% were of 41 years 
and above age. 


In regards to professional qualification 94% have the 
General Nursing and Midwifery (GNM), 3% are having 
Basic B.Sc. nursing degree and only 3% have Post Basic 
B.Sc. nursing degree. 
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In relation to work area of staff nurses 65% were from 
Gauhati Medical College Hospital, 31% from Dr. 
Bhubaneshwar Barooah Cancer Institute and only 4% 
were from North- East Cancer Hospital and Research 
Institute. 


In case of experience, maximum 46% have 0-5 years 
followed by 6-10 years (21%) , 11-15 years (14%), 16-20 
years (6%), 21-25 (7%) and only 6% have 26-30 years of 
job experiences. 





No Of Sample = 100 


0% 
21% 


79% 





GB Inadequate knowledge 
@ Moderately adequate knowledge 
Adequate knowledge 




















Figure 1 Distribution of nurses according to their level of 
knowledge on palliative care 


Figure 1 Depicted that maximum 79% nurses have 
inadequate knowledge, 21% have moderately adequate 
knowledge and no one has adequate knowledge on 
palliative care. 


Table 1 Distribution of nurses according to practice of 
palliative care 

















Level of practice Number of | Percentage (%) 
nurses distribution 
Inadequate practice 9 9% 
Moderately adequate practice} 43 43 % 
Adequate practice 48 48 % 





Table 1 Shows that majority 48% of the nurses’ practice 
adequately followed by 43% moderately adequate practice and 
only 9% practice inadequately 


Table 2 Correlation between knowledge and practice of 
palliative care by the staff nurses 








Variable Mean Score | SD score r value 
Knowledge | 11.17 4.46 
Practice 62.92 12.81 oon 

















Table Percentage (%) 2 shows that correlation coefficient r= 
0.30 between knowledge and practice. This indicates that there 
is a positive correlation between knowledge and practice but 
the correlation is moderate. 
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Table 3 Mean, standard deviation (SD) and knowledge 
percentage according to different items of palliative care 




















Items on knowledge Mean SD_ | Knowledge 
Knowledge | Score| in % 

Definition, philosophy 

and principles of 

Palliative Care 2.66 1.41 {53.2 

Communication 0.71 0.62 | 35.5 

Psychological and 

Spiritual aspects 1.10 0.70 | 55 

Pain Management on 

Palliative Care 1.22 0.70 | 40.6 

Symptom Management 

of Palliative Care 3.99 1.85 | 33.3 

Dying and bereavement | 1.49 1.23 | 37.3 





Table 3 depicted that on an average knowledge 55% score of 
nurses is highest on psychological and spiritual aspect. Nearly 
53.2% knew the definition, philosophy and principle of palliative 
care. Of the total 40.6% have knowledge on pain management, 
followed by dying and bereavement 37.3%, 35.5% on 
communication and least on symptom management 33.3% 


Table 4 Mean, standard deviation (SD) and practice 
percentage of nurses according to different aspects of 
palliative care 





Items on practice Mean SD Practice 
Practice | Score % 
score 
Psychological and Spiritual 
aspects 11.31 3.35 70.68 
Communication 15.01 3.35 75.05 
Symptom Management 
including pain management | 31.15 6.53 70.79 
Dying and bereavement 5.45 1.71 68.12 




















Table 4 Shows that nurses practice highest on communication 
(75.05%), followed by symptom management (70.79%), 
psychological and spiritual aspect (70.68%) and least on dying 
and bereavement (68.12%). 


Table 5 Correlation between knowledge and practice of 
nurses according to their age 























Age Number |Mean Mean Correlation 
(in of nurses | knowledge| practice Coefficient 
years) scoretSD | score+SD (r) 

21-30 | 62 10.02+3.88 | 61.90413.38 | 0.13 

31-40 | 26 13.08+44.80 | 64.85412.28 | 0.60 

41 and 

above | 12 13.00+4.86 | 64.50+10.63 | 0.40 
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Table 5 Shows correlation between knowledge and practice on 
palliative care by the nurses of all the age groups are positive. 
It is found to be moderately positive among the nurses between 
the age groups 21-30 years and 4lyears and above (r=0.13 and 
r=0.40 respectively). The correlation is highly positive (r=0.60) 
among the nurses of age group 31-40 years. This indicates that 
the nurses of 31-40 years of age are practicing more according 
to their knowledge. 


Further analysis was done to find out correlation between 
knowledge and practice of nurses according to their 
professional qualification and it is observed that there 
is a highly positive correlation (r=0.99) between the 
knowledge and practice among the GNM nurses and 
negative correlation (r= -0.97 and r= -0.19) between the 
knowledge and practice scores among the Basic B.Sc. 
and Post basic B.Sc. nurses respectively. Therefore it 
may be interpreted that there is highly positive correlation 
between knowledge and practice of staff nurses with less 
professional qualification, their practice increases as the 
knowledge increases. 


Again correlation between knowledge and practice of 
nurses according to their area of work it was revealed 
that there is moderately positive correlation (r= 0.46) 
between knowledge and practice of nurses according to 
their area of work, i. e., North East Cancer Hospital and 
Research Institute (r= 0.5), Dr. B. Barooah Cancer institute 
and Gauhati Medical College Hospital (r= 0.18). The 
findings indicate that the oncology nurses working in 
North-East Cancer Hospital and Research Institute and 
Dr. B. Barooah Cancer Hospital have more exposure to 
palliative practice than the nurses working in Gauhati 
Medical College and Hospital. Staff nurses working in 
oncology hospital acquire knowledge from their work 
experience and with increase in knowledge they are 
applying it to practice. 


It was also observed that there is positive correlation 
(r=0.20) between knowledge and practice of nurses 
according to their experience. It is revealed that the nurses 
having 16-20 years of job experience have moderately 
positive correlation (r=0.54) than the nurses having 6-10 
years of experience. A strong positive correlation (r=0.61) 
was observed among nurses having 11-15 years of 
experience and a highly positive correlation (=0.72) among 
the nurses having 21-25 years of working experience. 


DISCUSSION 


The study intended to find out the knowledge and practice 
of staff nurses on palliative care in selected hospitals of 
Guwahati city, Assam and their correlation with age, 
professional qualification, work area and years of 
experiences. 
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The result of this study showed that the majority of 
nurses (79%) had inadequate knowledge about palliative 
care. The possible reason for this might be that these 
nurses have not been trained on palliative care. On the 
other hand practice of palliative care was observed 
adequate practice (48%), moderately adequate practice 
(43%) and inadequate practice (9%). This result is 
consistent with other studies done by Ronaldson S, and 
et al (2008), Proctor M and et al ° and Williams NP.'4 
Selected sample of this study do not have adequate 
knowledge on different aspects of palliative care. They 
have moderately adequate knowledge only on two aspects 
(psychological and spiritual aspects and definition, 
philosophy and principles). While in other aspects they 
are exhibiting inadequate knowledge. However unlike 
knowledge score, nurses exhibit better score on practice. 
One interesting finding has been drawn out that though 
the knowledge score on ‘communication’ is inadequate, 
but at the same time the practice score on ‘communication’ 
is moderately adequate among the nurses. 


There is also a high positive correlation between 
knowledge and practice of staff nurses with less 
professional qualification; their knowledge increases with 
the increase in practice. And it is seen that with high 
professional qualification of staff nurses, their knowledge 
and practice does not correlate which is in accordance 
with the study observation by Hiwot and et al Kassa.'* 
The findings also show that there is negative correlation 
between knowledge and practice of nurses with lowest 
and highest years of experience. Nurses with least 
experiences are novice and lack confidence although they 
have basic knowledge, so knowledge and practice does 
not correlate. Analysis shows that there is significant 
mean difference between mean knowledge and mean 
practice score (P<0.05). This finding is contradicted with 
the study done by Huda Abu Saad, Hani D and Sarah 
A. 6 


CONCLUSION 


Knowledge on palliative care is essential for nurses who 
encounter patients with terminal illness like cancer. As 
cancer is the leading cause of death, nurses will have 
challenges in many ways, if their preparation for this 
situation is not adequate. The researcher inquired about 
the knowledge and practice in order to determine how 
much nurses really know and practice palliative care. 
Nurses, in this study, are found to have less knowledge 
than the practice on palliative care. Knowledge on palliative 
care becomes the responsibility of those nurses who 
work with terminally ill patient. Therefore there is a need 
to support and educate these nurses for the provision of 
high quality palliative and end-of-life care. Education in 
nursing programs and nursing textbooks, as well as 
continued education on palliative care, will aid in the 
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development of a plan, which will help in improving their 
knowledge, and also practice. 
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ABSTRACT 


Anatomy and functionality of the coronary circulation 
have been of interest to physicians ever since it emerged 
that mammalian hearts have their own blood supply. If 
asked how many coronary arteries the normal heart 
has, most of the medical students (and many 
practitioners) would answer “TWO”. However, the 
frequent presence of two right coronary artery roots is 
not generally well appreciated, even though it has been 
evident to anatomists and cardiac surgeons for centuries. 


In this present study, we dissected 550 hearts for a 
period of 6 months from January I“ 2011 to 30% June 
2011 in Victoria Hospital, Department of Forensic 
Medicine, Bangalore Medical College and Research 
Institute, Bengaluru. The incidence, position, course of 
the third coronary and other forensic importance of the 
third coronary artery will be discussed in the present 
study. 


Keywords: Coronary Circulation, Third Coronary 
Artery, Autopsy. 
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INTRODUCTION 


The human heart is in most cases vascularized by two 
coronary arteries, the right and the left coronary artery. 
Supernumerary or added coronary arteries are also present 
sometimes. Supernumerary coronary artery, which arises 
independently from the right aortic sinus (sinus Valsvae) 
and passes through sub-epicardial adipose tissue of 
pulmonary conus and anterior side of the right ventricle, 
is called third coronary artery. The third coronary artery 
(TCA) is a direct branch from the right aortic sinus (RAS) 
without any observable common trunk with the right 
coronary artery (RCA). It supplies the infundibulum (conu) 
of the Right Ventricle (RV), which is usually vascularized 
by the conal branches of both the RCA and the left 
anterior descending (LAD).'* The reported prevalence of 
the TCA suggests ethnic variability.'*Although its 
distribution is relatively unexplored, this artery may supply 
variable parts of the anterior wall of the RV and the Inter- 
ventricular septum.*’This study was undertaken with the 
purpose of estimating the incidence, position, and course 
of the third coronary and other forensic importance of the 
third coronary artery. 


MATERIAL AND METHODS 


This study was conducted at Victoria Hospital, Department 
of Forensic Medicine and Toxicology, Bangalore Medical 
College and Research Institute, Bengaluru for a period of 
6 months from January 1 2011 to 30" June 2011. A total 
number of 1779 cases were performed during the study 
period, out of which 550 cases were selected for our 
study. Specimens with observable cardiac defects and 
decomposed cases were excluded from the study. The 
hearts were dissected to display the origins of the right, 
left and third coronary arteries. The aortic root was split 
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posteriorly to enable a clear view of the RAS with its 
orifices. With the aid of dissecting lenses, the branches 
of the TCA were displayed and traced distally to confirm 
the course, branching and termination. 


OBSERVATION AND RESULTS 


In this present study, we dissected 550 hearts (out of 
1779 cases) for a period of 6 months from 1% January 2011 
to 30% June 2011 in Victoria hospital, Department of 
Forensic Medicine, Bangalore Medical College and 
Research Institute, Bengaluru. The varieties of cases that 
have been selected for this study are shown in Figure 1. 
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Figure 1 Variety of cases included 
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Figure 2 Presence of third coronary. 
Amongst 550 cases, 53% (n=293) were males. Out of the 
550 hearts dissected, third coronary artery/conal artery 
was present in 184 hearts, which amounts to 33.45% (Fig 
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2). Incidence in males was 109 out of 293 (37.2%) and in 
females, it was 75 out of 257 (29.18%). According to the 
position (Figure 3) of the third coronary artery, 83.15% 
was in 10’clock position (n=153), 13.04% was in 9’clock 
position (n=24), 2.71% was in 8’clock position (n=5), 1.08% 
was in 7’clock position (n=2). Majority of the third 
coronary artery, i.e., 145 (78.8%) had an independent 
course without obvious anastomosis. Rest of the cases, 
39 (21.2%) had a short course and had anastomosis with 
right coronary artery. Multiple orifices have been seen in 
3 individuals (Figure 4). It was observed that among the 
95 natural death cases, 32 cases were due to sudden 
natural death of cardiac origin. In these 32 cases, third 
coronary was present only in 3 cases. 
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Figure 4 Presence of Multiple orifices 
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DISCUSSION 


Many authors have studied the blood vessels, their 
variations and abnormalities. Various studies have been 
done in the past regarding the prevalence of third coronary 
artery, but very few have been done in our country. 
Supernumerary coronary artery arises mostly from the 
right aortic sinus. According to Almira et al., out of 25 
hearts, examined by dissection, 8 of them (32%) had 
conal artery and | heart (4%) had four coronary arteries.* 
In a Kenyan study by Olabu et al., it is observed that out 
of 148 cadaveric hearts, third coronary artery was seen in 
35.1%.? Study by Gouda Hareesh et al., discussed the 
importance of geographical differences and in 
establishment of partial identity if ante-mortem record is 
maintained.!° Studies from other countries regarding the 
incidence of the third coronary artery are mentioned in 
Table 1.°-+7 "8 In our study, the incidence is 33.45%, 
which is higher (~9%) than the values given by Kalpana. 
It is remarkable that although the incidence of third 
coronary artery in our study is close to most of the other 
studies, much lower values have also been reported. These 
findings suggest ethnic variability and appear to support 
the proposal by Garg et al'* that there are geographical 
differences in coronary artery variations, which may have 
a genetic basis. Two orifices within the RAS had also 
been reported in the same setting.'° The separate orifices 
for the TCA and the RCA had been explained by 
insufficient unification of these two vessels, during their 
growth towards the ascending aorta.'® '’ Hadeiselimoviz'® 
points out that even three coronary arteries may arise 
independently from the right aortic sinus what was 
confirmed by this study too. Literature uses different 
terms for identifying this artery: conal artery, preinfundiblar 
or supernumerary right coronary artery.'*?° Literature 
describes cases with anastomosis of the coronary artery 
with the front interventricular branch, diagonal, circumflex 
one, as well as with the branches of the right coronary 
artery.?!74 


Table 1 Incidence of third coronary artery 








Author Population Incidence 
Miyazaki et al? Japanese 36.8% 
Ivan et al* Bulgarians 34.8% 
Von Ludinghausen et al’ Germans 7.1% 
Kurjia et al! Traqui 8% 
Kalpana’? Indians 24% 
Turner et al! English 15.8% 
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CONCLUSION 


The most suitable term to identify supernumerary heart 
artery that arises independently from the right aortic sinus 
is the third coronary artery. The present study highlights 
that the incidence of third coronary artery is 33.45%. It 
was observed that among the 95 natural death cases, 32 
cases were due to sudden natural death of cardiac origin. 
In these 32 cases, third coronary artery was present only 
in 3 cases. Further studies, which include presence of 
third coronary artery among cardiac and non-cardiac 
individuals, should be done to access the importance of 
third coronary artery. Since this study is autopsy based, 
more research on third coronary artery is the need of the 
hour even in living individuals. 
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ABSTRACT 


This study was aimed to know the people’s reactions to 
techniques involving the dead body by comparing their 
feelings toward organ donation, autopsy and anatomic 
dissection. 92% reported acceptance of an autopsy for 
themselves and 85% for a close relative. 60% were willing 
to donate their own organs and 40% to donate the 
organs of a family member, 15% accepted donation of 
their whole body for dissection. Nearly all who accepted 
dissection willing to donate their organs and to be 
autopsied; almost all who were willing to donate their 
organs also accepted autopsy. About 70% felt some 
discomfort at the thought of autopsy and organ donation. 
Woman seemed more sensitive towards operation on the 
dead body than men.This study was conducted on the 
beliefs, attitudes of people towards organ donation, 
anatomic dissection and autopsy in the region of Assam. 


Keywords: Public attitudes, organ donation, autopsy, 
anatomic dissection 


Address for correspondence and reprint: 
‘Associate Professor (Corresponding Author) 
Depertment of Forensic Medicine and Toxicology 
Tezpur Medical College, Tezpur, Assam 

Email: drpmahanta@gmail.com 

Mobile: 9435017802 

“Assistant Professor, Depertment of Surgery 
Gauhati Medical College, Guwahati, Assam 
Email: mcrajbangshi@gmail.com 

Mobile: 9864270673 


INTRODUCTION 


The number of transplant done annually makes India, one 
of Asia’s leading countries in the field.' As per statistics 
about cadaver transplant 1300 transplantation has been 
done in India upto 2009, since the legislation was passed 
in 1994. An NGO ‘MOHAN’ has been responsible for 
facilitating over 33% of such cadaveric donations in TN 
and AP, mainly in Chennai. 


The donations itself have been sporadic and confined to 
a few states and the numbers have not been able to cater 
to the demand for organs.’ Several health care areas are 
dependent on people’s willingness to dispose off their 
body or parts thereof after death, and the issue of 
procedures involving corpses entails important and, to 
some extent, growing problems: the autopsy rate has 
declined considerably during the last decades all over the 
Western World.*5 There is an evident discrepancy 
between the need for transplantable organs and the 
supply® 7, and there are also difficulties in providing 
corpses for anatomy education. The reasons behind these 
problems are probably manifold; some would be 
connected with the attitudes of people in general. 


At that time of Tertullian and Augustine, there were strong 
religious and social objections to the autopsy. Although 
in the early years of Christianity, there was no formal 
church prohibition, the general attitude of church leaders 
was still unfavorable.’ Jarcho has called attention to the 
problems of performing autopsies in Germany in 1670. In 
a medical periodical of that year, there is an autopsy 
report with a comment, “the other structures could not be 
examined because a female relative changed her mind. 
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Our people have a great horror of autopsies and very rarely 
allow them unless special persuasion has been used.” The 
editor of the journal added a discussion of the difficulties 
of obtaining permission and some possible answers to the 
objections of relatives.’ This ruling was apparently maintained 
by orthodox Jews until the twentieth century when Knesset, 
the Israeli parliament, passed a law permitting autopsies 
under strictly limited conditions. 


India’s total population is 1.22 billions. The number of 
daily deaths is 62389, daily births is 86853 and total blind 
people are 682497 respectively. If daily dead people donate 
their eyes, within 11 days all blinds will be able to see. 
Then in India there will be NO blinds! However, death is 
a highly sensitive issue, and people’s opinions on what 
might be done with the cadaver are very much influenced 
by their thinking about death. 


OBJECTIVE OF THE STUDY 


This study was conducted to estimate people’s reactions 
to dealings involving the dead body by comparing their 
attitudes toward autopsy, organ donation and anatomic 
dissection of people of Assam. 


MATERIAL AND METHOD 


This investigation was carried out, using a questionnaire 
with 25 objects that speak reactions towards autopsy, 
organ donation and anatomic donation of the body after 
death, including religious and socio-demographic issues. 
An age stratified, random sample of 500 people of Assam 
of 18 to 75 years old was taken for this study. 


OBSERVATION AND RESULT 


Response Rate of Participants: The response rate of age- 
stratified, random sample of 500 Indians living in Assam 
was 90%, however 10% people reacted their negative 
response as shown in Figure 1. 
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Figure 1 Response Rate of Participants 
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Attitudes Towards Autopsy: A total of 92% reported 
acceptance of an autopsy for themselves in a case of 
unnatural death and 85% for their close relative. However, 
8% of total cases flatly rejected autopsy with their own 
body and 15% for their relative as well as stated in Table 1. 


Table 1 Response rate of participant in percentage (%) 

















Response Autopsy Towards Organ Anatomic 
of Donation Dissection 
Participants 
Towards | Own Relative | Own Relative | Own Relative 
M/F |M|/F |IM/|F |M/F |M/F |M]F 
Positive |60 | 32 | 62 | 23 |40 | 20 |30 | 10 }10)5 | 1042 
Negative }6 |2 | 10}5 130] 10 | 45 | 15 |40] 45 | 28 | 60 
Total 66 | 34 | 72 | 28 |70 | 30 | 75 | 25 |50 | 50 | 38 | 62 






































Attitudes Toward Organ Donation: A total of 60% were 
willing to donate their own organs to save the life of others 
while 40% reject the same procedures. In this study 40% 
cases agreed to donate the organs of their family members 
and 60% stated that they would not encourage their family 
members to donate their organ for any reason. 


Attitudes Towards Anatomic Dissection: Only 15% cases 
accepted donation of their whole body for anatomic 
dissection in medical education to help medical researcher 
for future knowledge gathering, while 85% refused the 
procedure. Out of 15% cases 12% want to assist their 
relative for the same procedures. 


Nearly all who accepted dissection also willing to donate 
their organs and to be autopsied; almost all who were 
willing to donate their organs also accepted autopsy. 
About 70% felt some discomfort at the thought of autopsy 
and organ donation. Woman seemed more sensitive 
toward operations on the dead body than men. 


Religious and Illiterates Sentiment: A total of 75% of 
religious and illiterates section felt some discomfort at the 
thought of own autopsy and organ donation. However, 
25% of total case agreed the procedure and thought that 
this act will be helpful for the society. 


RANK ORDER OF MEDICAL PROCEDURES 


The rank order of medical procedures during life and after 
death, based on the proportion of individuals positive 
towards the procedures can be used to form a scale with 
autopsy and dissection at each end point and organ 
donation in the middle. 
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Figure 2 Rank order of Medical Procedures 
DISCUSSION 


The rate of non response 8%, can be attributed not only 
to factors affecting all mail surveys, but also to the 
sensitive nature of the issue. The relatively high non 
response rate on certain questions is another indication 
of the sensitivity. This finding was well tallied with the 
study of Margareta Sanner." 


A large majority of the respondents indicated that they 
would accept an autopsy for themselves. 92% reported 
acceptance of an autopsy for themselves in a case of 
unnatural death and 85% for their close relative. However, 
8% of total cases flatly rejected autopsy with their own 
body and 15% for their relative as well. Some Forensic 
Medicine and Toxicology experts argue that more 
autopsies are performed than necessary. However, recent 
studies show that autopsies can detect a person’s 
condition that were not suspected when the person was 
alive, and the growing awareness of the influence of 
genetic factors in disease has also emphasised its 
importance. It is important to note that autopsies can also 
provide peace of mind for the bereaved family in certain 
cases. Therefore, an autopsy should be encouraged 
regardless of caste, community and religion upon all 
unnatural deaths. The key lies in a renewed understanding 
of Forensic pathologists, clinicians and hospital 
administrators about the role of autopsy in health care. 
The autopsy room should not be seen as the place where 
sorrow and the spectre of death come alive; rather it 
should be where death rejoices to aid the living.'? This 
high response towards autopsy is because of details and 
explanations about the procedures. In this study women 
were more sensitive toward the procedures on the dead 
body than men that tallied with the findings of Sanner 
M.!! 
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Response to organ donations after death were 
considerably less positive, especially when the donation 
of organs from a relative was concerned. 60% were willing 
to donate their own organs to save the life of others 
while 40% reject the same procedures. In this study 40% 
cases agreed to donate the organs of their family members 
and 60% stated that they would not encourage their 
family members to donate their organ for any reason. In 
two questions, different types of possible reactions of 
discomfort at the thought of autopsy and organ donation, 
experience of discomfort as mentioned which were well 
tallied with the findings of Sanner M, Den Doda 
Kroppen.!! 8 


Dissection is the most extensive procedure of those 
mentioned herein. Only 15% cases accepted donation of 
their whole body for anatomic dissection in medical 
education to help medical researcher for future knowledge 
gathering, while 85% refused the procedure. Out of 15% 
cases 12% wants to assist their relative for the same 
procedures. The findings were tallied with the findings of 
Sanner M." A total of 85% felt much more difficult to 
consider donating the whole body for scientific or 
educational purposes than to donate parts of the body 
or undergo autopsy. The reasons for this were not 
explored in this study. 


SOCIODEMOGRAPHIC FACTORS 


In relation to attitudes in connection with dissection, 
there was no relationship either to age or to education, 
only to gender. Women were less often positive about 
donating their bodies than men in this study. The 
differences in reaction patterns between men and women 
suggest that women are more sensitive than men towards 
operation on their bodies, probably “cathecting” their 
bodies and including them into their “extended self,” as 
has been suggested by Belk.” 


A large number of religious and illiterate people felt some 
discomfort at the thought of own autopsy and organ 
donation. With regard to organ donation and autopsy, 
the younger generation were more often positive than the 
old as stated by Sanner M."! Religious beliefs have been 
found to be connected with attitudes toward organ 
donation in other studies.'> '° 


The funeral is the last procedure that can be undertaken 
with the cadaver. In a recent research a connection was 
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noted between attitudes toward organ donation and 
funeral preferences.'* This finding was confirmed in this 
present study: individuals selecting cremation were more 
often positive towards the donation of their own organs 
with relatives’ organs and also towards autopsy and 
dissection. As the funeral is a very sensitive issue if care 
taken as per religious belief they are willing to accept the 
procedures as suggested. 


A study by Parisi and Katz!” indicates that only when the 
negative motives (discomfort reactions) concerning organ 
donation are weak has the intensity of the positive motives 
(such as altruism) any significance for the willingness to 
sign a donor card. This finding is supported by the 
above-mentioned interview study on people’s reactions 
towards organ donation. 


CONCLUSION 


India has an important role to play in Asia and has the 
capacity to lead the way in transplant surgery. It has the 
law for it, the expertise and the hospital infrastructure to 
support the programme. It needs to streamline the 
implementation of its law, and promote the deceased 
donation programme. 


Organ donation and autopsies provide peace of mind for 
the bereaved family in certain situations. A good 
understanding is needed amongst forensic pathologists, 
clinicians, hospital administrators, etc. 


The autopsy room should not be seen as the place where 
sorrow and the spectre of death come alive, but rather it 
should be where death rejoices to aid the living. Organ 
donation and autopsy can give a new twist to the tragedy 
“organs wasted are the wastage of lives.” Organ donation, 
autopsy and anatomic dissection must be encouraged by 
all for well being of members of the society and not to 
cause any harm to any of its members. 
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ABSTRACT 


Regular physical exercise prevents the occurrence of 
cardiovascular and metabolic diseases, halts their 
progress and also decreases their intensity. It is very 
much important to study the cardiac changes and 
glyacemic status of an athlete, who enjoys the extreme 
height of physical fitness, and non-athlete. This study 
was done to see the physiological adaptive electrical 
cardiac changes and blood glucose level of athletes and 
compare the changes with non-athlete individuals. A 
total of 100 male athletes of Sports Authority of India, 
Guwahati and 100-age match male control that were 
non-athletes were studied. 12-lead resting E.C.G. was 
recorded using a BPL-CARDIART 108-DIGI electrograph 
and post-absorptive blood glucose level is estimated by 
glucose oxidase/peroxidase (GOD/POD) colorimetric 
method of Tinder. The significance of the difference of 
the mean was calculated by Student t-test. In this study, 
bradycardia and early repolarization is found to be 
more in athletes (27% and 24%) in comparison to non- 
athletes (0% and 12%) respectively. Significant 
difference noted in heart rate (66.55+11.40/sec 
Vs.80.644£12.35/sec); PR-interval (0.1502+0.027/sec. Vs. 
0.1356+0.019sec); and QRS amplitude (33.87+5.68mm) 
vs. (26.98+4.85mm). Athletes showed significantly 
(92.42+9.75mg/dl Vs. 96.53+16.46mg/dl) better 
glycaemic status than the non-athlete group. Regular 
Physical training cause asymptomatic physiological 
adaptive cardiac changes and it also helps to maintain 
better glycaemic status. 


























Keywords: Physical training, cardiac electrical activity, 
glycaemic status, sedentary person, adaptation change 


INTRODUCTION 


In recent years physical exercise has gained prime 
importance in public life for enormous health benefits. 
Athletes do regular exercise to increase their endurance 
capacity and to delay fatigability. The stress of training 
they undergo affect their bodily mechanism to the ultimate 
limit which results in adaptive changes in cardiovascular 
function. A normal untrained person can increase cardiac 
output a little over four fold; while a well-trained athlete 
can increase output about six fold thereby increasing the 
cardiac reserve. Training causes cardiac muscle 
hypertrophy and increase in pumping effect of heart by 
40-50% per beat in athlete than in untrained person, but 
there is corresponding decrease in heart rate at rest.! 


E.C.G. is an acknowledged sensitive screening tool to 
gather information of heart rate and rhythm, abnormalities 
of conduction, muscular damage and hypertrophic 
changes of the heart. The cardiac adaptation induced in 
an athlete by physical training is reflected in athlete’s 
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electrocardiographic finding. The physiological E.C.G. 
changes normally seen in athletes should be distinguished 
from pathological hypertrophic cardiomyopathies, which 
is a common cause of sudden cardiac death in young 
athlete,? before subjecting person to unnecessary further 
investigations. In addition to cardiac reserve, athlete 
also require energy during event and exercise. This energy 
is supplied mainly by carbohydrate diet. Increased levels 
of muscle glycogen and blood glucose level gives them 
more energy to perform well during event.? 


Increased mobilization of glycogen to glucose does not 
alter the blood glucose level in athlete as regular exercise 
reduce insulin resistance, improves tissue sensitivity to 
insulin and glucose tolerance. Exercise also increase the 
number of insulin receptors and promotes activity of 
glucose transporters.* All these factors help to have a 
better control on blood glucose level. As there are very 
limited studies in the N-E region of India, the present 
study was undertaken with the objectives of studying 
the E.C.G. changes and blood glucose level in athletes 
and compares them with non-athletes. 


MATERIAL AND METHOD 


This cross sectional study was carried out among the 
athletes of the Sports Authority of India (SAI), Guwahati 
and an equal number of age matched non-athletes were 
taken as control. The study duration was from 1* January 
to 31s* December 2010. The study subjects were briefed 
about the procedure and informed consent was obtained 
from each participant. 100 male athletes between the age 
group of 15-25 years were taken among the boarders of 
S.A.I. hostel who were actively involved in sports activity 
for last 3-5 years and also perform regular exercise two 
times a day and six days a week. For control male non- 
athletes matched for age, height and weight were taken. 


Exclusion Criteria: Cases with history or symptoms of 
any cardio-vascular disorder, known diabetic and obese 
person were excluded from the study. 


Both the groups were subjected to ECG and random 
blood glucose estimation. The ECG was done at resting 
condition in the morning hours, which were 24-48 hours 
after last physical exercise in athlete group and 3-4 hours 
after any meal. For control also ECG was done at resting 
condition in the morning hours and 3-4 hours after any 
meal. E.C.G. recording was done using a BPL CARDIART 
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108-DIGI electrograph with BPL ECG paper. The ECG 
room was comfortably warm and the subject was made to 
lie supine on a non-metallic examination table. The 
procedure was explained in advance to allay any 
apprehension to make him relax. Any external metallic 
object, electrical circuits and other electronic equipment 
were kept away from the subject so as to avoid interference 
to prevent artifacts. The parameters of ECG that were 
studied: Heart rate (from RR interval), P wave amplitude 
and duration, PR interval, QRS complex-amplitude and 
duration, ST segment, T wave changes, QT interval and 
mean axis of the standard leads. 


After recording ECG, 2 ml of venous blood was collected 
under all aseptic and antiseptic precaution in a sodium 
fluoride vial from both the groups for random blood sugar 
(RBS) estimation. It was carried out in the dept. of 
Physiology, Gauhati Medical College. After keeping the 
samples undisturbed for 30-40 minutes the supernatant 
plasma was separated and centrifuged for 3 min at 3000 
rpm. Glucose was then estimated in each serum sample 
by glucose oxidase/peroxidase (GOD/POD) colorimetric 
method of Tinder using the glucose kit, CREST 
BIOSYSTEMS, a division of Coral Clinical System, Goa. 
Using Mean, standard deviation and student t-test did 
statistical analysis. 


RESULT 


Figure 1 Represents the different types of sports the 
athletes are involved with. 
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Figure 1 Distribution of Athletes Group according to types of 
Sports 


In Table 1, physiological parameters like pulse rate, 
biochemical test of random blood glucose level and 
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systolic and diastolic blood pressure in athletes and non- 
athletes were depicted and comparison was made in the 
two groups. The results showed that athletes had a 
significant lower mean value of RBS than the non-athletes 
group [99.42vs 96.53 with p value —0.0328]. Pulse rate was 
significantly lower in athlete group [66.43vs79.76 with p 
value <0.0001] but no significant differences were found 
in systolic and diastolic blood pressure of both the group. 


Table 1 Mean distribution of different parameters among 
the athletes and non-athletes and their ‘t’ value 





























PARAMETERS | MEAN+SD t-value | Significance 
ATHLETES | NON-ATHLETES |(p-value) | at 0.05 level 
(n=100) (n=100) 
Pulse Rate 66.4341 1.28 | 79.76+11.83 8.18 Significant 
(Beats/min) (0.0001) | (p<0.05) 
Blood Glucose | 92.42+9.75 | 96.53+16.46 2.15 Significant 
(mg/dl) (0.0328) | (p<0.05) 
B.P.(mmHg) — | 118.86+8.55 | 21.16+10.99 1.65 Not 
Significant 
(p>0.05) 
-Systolic T5A247.01 | 176.16+6.12 0.79 Not 
- Diastolic Significant 
(p>0.05) 























Table 2 Comparison of mean values of ECG parameters 
among the athletes and non-athletes 




















ECG Parameters | Athlete Non-athlete | t- Significant | P- 
(n=100) (n=100) value| at 0.05 value 
(Mean+SD) | (Mean+SD) level 
Heart Rate Significant | < 
(Beats/min) 66.55+11.40 | 80.64+12.35 | 8.38 | (p<0.05) 0.0001 
PR interval (sec) 0.1502+0.027 | 0.1356+0.019 | 4.42 | Significant | < 
(p<0.05) | 0.0001 
RRinterval(msec) | 91.44+17.24 | 75.90+11.05 | 7.59 | Significant | < 
(p<0.05) | 0.0001 
P-wave 
@ Duration(sec) 0.08+0.005 — | 0.08+0.006 | --- |NS 
@ Amplitude (mV) | 0.14+0.04 0.14+0.04 ---  |NS 
QRS Complex 
@ Duration(sec) 0.09+0.009 — | 0.09+0.009 | --- |NS < 
e@ Amplitude (mm) | 33.87+5.68 | 26.98+4.85 | 9.22 | Significant | 0.0001 
(p<0.05) 
QT interval (sec) 0.39+0.02 0.36+0.02 --- Ss 
































In the Table 2, electrocardiographic parameter showed 
significant lower heart rate (p<0.0001) in the athlete group, 
whereas PR interval, RR interval and amplitude of QRS 
complex are significantly (p< 0.0001) higher in athlete 
group in comparation to non-athlete group. No significant 
difference was noted (p> 0.05) in P-wave, QRS duration 
and QT interval among the two groups. 
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Table 3 Distribution of respondents according to 
bradycardia, early repolarization, A-V block and axis 
deviation 











Group _|Bradycardia | Early 1° A-V |RBBB 
repolarization | block |with 

right 
axis 
deviation 

Athletes |27% 24% 2% 2% 

Non- 

athletes |0% 12% 0 0 




















Table 3 depicts that 27% from athlete group showed 
bradycardia and 2% showed 1° atrio-ventricular blocks 
respectively. Incomplete RBBB with right axis deviation 
was also found among 2% of athlete; whereas neither of 
them was present among non-athletes group. Incidence 
of early repolarization is more in athlete group than in the 
non-athlete group. 


Again in the present study, it was noted that 27% of the 
athletes’ ECG showed isolated QRS voltage criteria for 
LVH and 4% of the non-athlete also has LVH according 
to voltage criteria which may be found in young person. 


DISCUSSION 


Trained athletes commonly show electrocardiographic 
changes such as sinus bradycardia, 1° atrioventricular 
block and early repolarization, which result from 
physiological adaptation of cardiac autonomic nervous 
system to athletic conditioning. Trained athletes often 
exhibit pure voltage criteria for left ventricular hypertrophy 
that reflect the physiological ventricular remodeling with 
increase ventricular wall thickness and chamber size,° 
termed as “athletic heart”. Resting sinus bradycardia is 
common in athlete depending on the type of sports and 
the level of training. It is easily overcome with exercise, 
suggesting high vagal tone which causes slowing of the 
sino-atrial node. However, it is noteworthy that chemically 
denervated hearts in athletes have significantly lower 
intrinsic heart rates than those of sedentary control, which 
suggests that sinus pacemaker cells are influenced by 
athletic conditioning independent of neural input.° Various 
studies done previously on athlete’s cardiac activity on 
E.C.G. showed similar findings as the present study. A. 
Lawan and Coworkern’ noted bradycardia, 1p A-V block 
and ventricular hypertrophy in 150 athlete’ in their study. 
R.J. Northcole et al® in another study got profound 
bradycardia and heart block pattern. Similarly, N. Hanne 
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Paparo et al?" found that the most common E.C.G. finding 
in trained athletes were sinus bradycardia, A-V conduction 
disturbances, left and right ventricular hypertrophy and 
various disturbances of the repolarization phase. 


First degree and Morbitz type I second degree atrio- 
ventricular block are also frequently encountered in trained 
athlete being present in 35% and 10% respectively.'? As 
with sinus bradycardia, atrio-ventricular slowing and block 
are mediated by increase parasympathetic tone and/or 
decrease sympathetic tone. 


Intensive athletic conditioning is associated with 
morphological cardiac changes, including increase cavity 
dimensions, wall thickness and ventricular mass, which 
are reflected on the 12-lead electrocardiogram.™ 
Physiological LVH usually manifests as an isolated increase 
of QRS amplitude with normal QRS axis, atrial and 
ventricular activation patterns, normal ST segment and T 
wave repolarization." '5 


In the present study, using Sokolov and Lyon criteria we 
got the incidence of LVH 27% and 4% in athlete and non- 
athlete respectively. Several studies have reported a high 
incidence of athlete’s ECG that fulfill electrocardiographic 
left ventricular hypertrophy if the criteria of Sokolow and 
Lyon are used, i.e., S in V1 + R in V5/ V6> 35 mm, or R>27 
mm in V5/V6.'° Non voltage ECG criteria for LVH like atrial 
enlargement, left axis deviation and a ‘strain’ pattern of 
repolarization, which are incorporated into Romhilt-Estes 
point score system, are usually not seen in athletes. 
These ECG abnormalities raise suspicion for underlying 
cardiac pathology. 


The present study found 2% RBBB among athletes. 
Incomplete RBBB is more often noted in athletes engaged 
in endurance sports and it has been suggested that the 
right ventricular conduction delay is not within the 
specialized conduction system, but is caused by the 
enlarged right ventricular cavity size and/or increased 
cardiac muscle mass and the resultant increase conduction 
time.'’? The present finding of 24% early repolarization 
among athletes could be considered as physiological. 
This reflects the development of a training related 
hypervagotonia in athletes. Early repolarization is a benign 
ECG pattern in the general population of young people 
and more specifically among highly trained athletes in 
resting ECG."8 


37 


Dutta Nandita, Dutta Choudhury Biju, Nath Neena, Saikia Ankumoni 


These adaptational electrocardiographical abnormalities 
are reversible phenomenon which reduces or disappears 
with deconditioning’ and should be clearly separated 
from uncommon and training unrelated ECG patterns, like 
ST-T repolarization abnormalities, pathological Q wave, 
left axis deviation, intraventricular conduction defects, 
ventricular pre-excitation, long and short QT interval and 
Brugada like repolarization changes which may be the 
expression of underlying cardiovascular disorders, notably 
inherited hypertrophic cardiomyopathies or ion-channel 
diseases which may predispose to sudden cardiac death. 
In this study, the mean blood sugar level was found to 
be 92.42+9.75 mg/dl in athletes; while it was 96.53+16.46 
mg/dl among the non-athletes. Though not much 
difference was observed, the random blood glucose level 
in our study showed that it was slightly lower in the 
athlete group than in the non-athlete group (p<0.05). 
Sedentary persons are more prone for obesity and central 
fat deposition, which are strong predictors of insulin 
resistance.”” Several training studies have demonstrated 
that regular aerobic exercise leads to enhance insulin 
sensitivity in previously sedentary person. The cumulative 
effects of exercise training to enhance insulin sensitivity 
are markedly different from the effect of single bout of 
exercise to enhance insulin sensitivity as long term exercise 
program is associated with improved insulin action at 
whole body and tissue level.?! S.Nayak etal”? observed 
better glucose tolerance in athlete than in non-athlete 
control group. R.E. Frisch et al” studying the prevalence 
rate of diabetes among athlete and non-athlete reported 
it was 0.5% in athlete and 1.3% in non-athlete. 








The extent of cardiac morphological and electrical changes 
in trained athletes varies with the athlete’s gender, race, 
level of fitness and type of sports™ in which field further 
study is necessary. Regarding glycaemic control effect of 
regular exercise, a longitudinal study over longer period 
might have been more specific. But cross sectional random 
blood glucose level is acceptable as shown in the study 
done by Gill, Hardy et al?5 as done in present study. 


CONCLUSION 


This present study led to the conclusion that in trained 
athletes ECG findings are consistent with remodeling of 
cardiovascular system. But findings of pathological heart 
disease should be investigated by further specialized tests. 
By doing regular exercise, which improves insulin 
sensitivity and lower insulin resistance, the development 
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of type II diabetes can be checked and a healthy life can 
be assured. 
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ABSTRACT cost and need for minor surgery like a percutaneous 
Tenotomy of Achillestendon, Ponseti method has 

Historically clubfoot was recognized and documented unmatched potential in developing countries like India. 

since the time of ancient Egyptians. Hippocrates 

introduced Talipeseqinovarus into medical literature in Keywords: Clubfoot, Ponseti method, serial 

400 B.C. Although different treatment methods have been manipulations and casting, percutaneous Tenotomy of 

described with varying degrees of success, Ponseti method the Achilles tendon 


in clubfoot correction with its well-documented long- 
term success rate, is becoming an accepted treatment INTRODUCTION 
method all over the world. 
Clubfoot or more correctly CTEV' is one of the commonest 


The objective of this study was to prospectively evaluate congenital abnormalities found in children all over the 
the short-term results of using the Ponseti technique for world with an incidence of about 5-6/1000 live births.” No 
treatment of 418 children with clubfoot deformity, and two clubfeet are the same; the statement highlights the 
to determine if the number of extensive corrective challenge that the deformity presents. At the same time, 
surgeries can be reduced in these children. the importance of accurate and complete treatment of the 

clubfoot cannot be over emphasized especially in a 
Consecutive cases were studied between July Ist - 2012 country like India, where any deformity becomes a cause 
to July 31 - 2014 at Gauhati Medical College and of social ostracism. Misconceptions regarding etiology, 
Hospital, Guwahati. A total of 418 cases were studied. pathology and efficacy of the treatment have been largely 
These included 277 male and 141 females, 227 bilateral, perpetuated in the expansive literature. The disappointing 
191 unilateral (Right=119, Left=72) cases. Idiopathic long term results of treatment through complex surgical 
clubfoot constituted 399 cases while 19 cases were procedures has inspired some to seek out less invasive, 


syndromic. For casting, plaster of Paris (POP), bandage more conservative methods typified by Ponseti method. 
and cotton roll was used; for Tenotomy local anesthesia 





and 15 number surgical blades, and for maintenance of Address for correspondence and reprint: 
correction Steenbeek foot abduction brace was used for ‘Assistant Professor (Corresponding Author) 
this procedure. Email: dhrubal5413@gamail.com 


Mobile: 09864014215 
The Ponseti method is a safe and effective treatment for 2Prof and HOD, * Registrar, ‘Post Graduate Student, ‘Post 


congenital Talipesequinovarus, and radically decreases Graduate Student 
the need for extensive corrective surgical procedures. Department of Orthopedics 
With its low rate of complication, high effectiveness, low Gauhati Medical College, Assam, India 
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Dr. I.V. Ponseti, Prof. Emeritus*:*, University of Iowa has 
been the pioneer of manipulation and casting for the 
management of this problem. He first published his article 
in 1963,° but his efforts were neglected initially till 1995 
when he published his results with 35 years of follow up. 
Since then this technique is gaining momentum all over 
the world because of its advantages of low cost, minimum 
surgery and good results if properly done. Although 
Kite* 7 was the leading advocate of conservative treatment 
of clubfoot for many years his treatment was lengthy and 
short of satisfaction. Kite corrected each component of 
the deformity separately instead of simultaneously, and 
although he managed to correct foot cavus, and pronation 
and its harmful consequences, the correction of heel varus 
took him inordinate amount of time. 


Many children in low-income countries (about 80% 
occurring in the developing world)* end up in neglected 
or untreated CTEV because of lack of treatment facility. 
The objective of this study was to prospectively evaluate 
the short-term results of using the Ponseti technique for 
treatment of 418 children with clubfoot deformity, and to 
determine if extensive corrective surgery was necessary 
in these children. Percutaneous Tenotomy of tendo 
Achilles was included in the Ponseti method of treatment. 


PATIENT AND METHODS 


All the patients in the present study were treated at 
Gauhati Medical College and Hospital, Guwahati, Assam, 
India. During July Ist, 2012 — July 31, 2014, 418 patients 
all below the age of 10 years were treated by Ponseti 
method.* '° Correction and part of maintenance through 
follow up was continued till the end of bracing. Informed 
consent was taken from the parents of all the children 
included in the study. 


The study included both idiopathic and syndromic 
clubfoot. Out of 418 patients, 399 were idiopathic and 19 
were syndromic. Neglected clubfoot was also included in 
the study. Total number of male patients were 277, and 
141 were females. 191 cases were unilateral. 15 patients 
gave a history of having at least one affected relative. 213 
patients presented in the age group of 0-3 months while 
52 cases were neglected clubfoot. 


For casting, POP bandage and cotton roll was used. For 
Tenotomy, local anesthesia, sterile syringe and needles 
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and 15 number surgical blades were used. For maintenance 
of correction, Steenbeek foot abduction splints were used. 
All parents of the children were questioned,and children 
were examined regarding presence of birth defects, 
neuromuscular or skeletal defects. Maternal history of 
the pregnancy like oligo or polyhydramnios, any 
radiological exposure during pregnancy, history of drug 
intake, maternal illness, consanguineous marriage, and 
any positive family history were taken. The parents were 
extensively counselled as regards the nature of deformity, 
treatment plan, the goal of achieving a cosmetically 
acceptable and plantigrade foot and importance of follow 
up. The treatment was free, and a counsellor was also 
available. 


The severity of the deformity was assessed using the 
modified Piraniscoring.'' '* The Ponseti method was used 
in our institution according to the following regime. 
Correction of the deformity by weekly serial casting, 
maintenance of correction by Steenbeek foot abduction 
brace'’, and percutaneous Tenotomy of the Achilles 
tendon if required. Treatment was started as soon as 
possible after referral, preferably shortly after birth as and 
when the skin permitted, and consisted of gentle 
manipulation and serial application of long leg plaster 
casts without the use of anesthesia as described by Dr. 
Ponseti. After achieving adequate abduction and no 
equinus deformity, the baby is put on splint 23 hours a 
day for the first 3 months, and then 14 hours a day for 
3 years. 


Decision to perform a tendo Achilles tenotomy'* under 
local anesthesia would be taken depending on the Pirani 
score vis a vis HS*>1, MS*<1 with the head of the talus 
well reduced. After achieving satisfactory correction cast 
is applied for 3 weeks and then the Steenbeek splint is 
applied 23 hrs a day for the first 3 months, and then 14 
hours a day for 3 years. 


*HS: hind foot score, MS: mid foot score 
RESULTS 


The study was carried out in 418 patients who were less 
than 10 years of age attending the outpatient department 
of orthopedics in Gauhati Medical College Hospital from 
July Ist, 2012 — July 31st,2014. 
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Sex Ratio: Out of total 418 cases 277 were male and 141 CLINICAL PHOTOGRAPHS 
cases were female. In this study, male and female ratio 
was 1.96:1 which correlates well with Turco series. 


Laterality: The laterality is shown in Figure 1. The 
distribution were as follows: bilateral — 227, unilateral — 
191, unilateral (right) — 119 and unilateral (left) — 72. 





© Series1 








: 


Bilateral Uinlateral — Unilateral ® Unilateral (L) 





Figure 1 Laterality of cases 


In our series the prevalence of bilaterality corresponds to 
54.3 % bilateral, 28.4 % right sided, 17.2 % left sided. 





Evaluation of Results: In our study, the average number 
of casts required per patient was 5.16. Fifty-three (12.6 %) rn eee 
patients required more than 8 casts. There were 22 patients Figure 3 POP cast application 
in the casting treatment stage, and 100 casting dropouts. 
Tenotomy was performed in 58 patients, and not performed 
in 418 patients. The percentage of tenotomies performed 
was 13.87 %. There was no Tenotomy dropouts, or any 
patient in Tenotomy treatment stage. 









Bracing was done for all patients upto the age of 4 years. 
There were 158 patients in bracing treatment stage and 84 
bracing dropouts. Good brace compliance was seen in 
118 patients while poor compliance was seen in only | 
patient. 15 had moderate brace compliance. None of the 
patients required postero-medial soft tissue release surgery 
(PMSTR). 


RELAPSE 


Total number of relapse patients were 24. Re-casting, 
bracing with or without Tenotomy was the treatment for 
all relapsed patients. None of the relapsed patients 
underwent PMSTR or other extensive corrective surgeries. 





Figure 5 Corrected deformities 
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Figure 6 Steenbeck foot abduction brace 


on 






Figure7 Complication of Application 





stages of treatment 


DISCUSSION 


He identified congenital Talipes equinovarus was known 
to medical world since the time of Hippocrates; 
manipulation and holding the foot in corrected position 
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as early as 400 B.C. Several indigenous casting methods 
have evolved in the past based on pure logic to undo the 
deformity by producing the force in the opposite direction. 
J.H.Kites was the most precise in describing his technique 
and reported a success of 90%. However when used by 
other surgeons this method had a low correction and 
high relapse rate. 


Several studies have surfaced demonstrating the 
successful use of Ponseti method in clubfoot correction, 
so much so that the method is becoming an accepted 
method of clubfoot treatment all over the world. Some of 
these patients who were followed up for 30 years showed 
no deterioration of function or appearance of the feet. 
In our study the average number of casts required was 
5.16, which is much less than any traditional method. The 
average number of days of treatment was also less. The 
less number of tenotomies in our study in comparison to 
other series is due to dropouts in the pre tenotomy stage, 
and also due to unwillingness of the parents for any 
surgical interventions. This also explains more number of 
castings in few patients than what is proposed by Ponseti. 
The number of patients requiring surgical correction by 
extensive soft tissue release procedures like PMSTR was 
much reduced by Ponseti method. 


Table 1 Types of surgical methods 





Different 
research works 


Traditional 
method 


Ponseti 
method 











Sudhir Kapur et al 8.3% 32.3 % 
A.V. Sanghvi 1% 6 % 
John E. Herzenberg 3% 91 % 
Present study None - 





The major concern in the operative treatment of congenital 
clubfoot is functional outcome. Numerous reports shows 
good results for the first 10 years of life. However as the 
child with clubfoot becomes an adult, the functional results 
often deteriorate. Open surgical release often leads to 
scarring and stiffness of the ankle with resulting limitation 
of movement and strength.'> '* '7 '§ ' Aronson and 
Puskarich” studied the disability associated with various 
clubfoot treatment options. Patients who had undergone 
PMSTR had reduced ankle plantar flexion motion and 
diminished push off strength. Our patients who were 
treated with Ponseti method had much better ankle range 
of motion, both in dorsiflexion and plantar flexion. The 
patients were also saved from the complications of general 
anesthesia and all the complications of a major surgical 
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procedure as percutaneous Tenotomy; a minor procedure 
was performed under local anesthesia. 


COMPLICATIONS 


We came across a few minor complications like plaster 
ulceration in the thigh, angioedema of the feet in a minority 
of patients. These were treated by dressing and foot 
elevation and loose cast application. 


CONCLUSION 


Ponseti method is a safe, effective, economical and reliable 
method of treatment for both idiopathic and syndromic 
clubfoot. The method requires a simple procedure of 
Tenotomy, which can be done under local anesthesia on 
OPD basis. The needs for extensive soft tissue procedures, 
and the side effects associated with these, are 
substantially reduced if the method is done correctly in 
experienced hands. This will reduce the cost, hospital 
stay, and economic burden in a country like India.Our 
study has also reaffirmed the effectiveness and usefulness 
of Ponseti technique in clubfoot correction. 
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ABSTRACT 


Village Health and Nutrition Days (VHND) were 
introduced by the National Rural Health Mission 
(NRHM) to improve access to essential maternal, 
newborn, child health and nutrition services at village 
level. Purpose of the study was to assess awareness of 
VHND services among rural mothers in Kamrup district 
of Assam and to estimate utilization of the services in 
beneficiaries and any gap(s) thereof. A cross-sectional 
study with multistage random sampling design was 
undertaken in rural areas of Kamrup from August 2013 
to July 2014 among 387 mothers with infants. They were 
interviewed using a pre-designed and pre-tested semi- 
structured interview schedule. 86% of the respondents 
were aware of services provided in VHND, 73% 
respondents ever attended a session, 76% attendees 
availed antenatal check-up in VHND. Only 44% availed 
postnatal check-up. 77% of the infants were reportedly 
weighed in VHND. Only 48% infants had their weights 
plotted in growth chart. 47% beneficiaries attended 
Nutrition Health Education Counselling and 
Demonstration (NHED) sessions. Services in VHND were 
not utilized to the optimal extent by beneficiary mothers 
in rural Kamrup. Gaps in utilization of services were 
found mainly in relation to postnatal care, growth 
monitoring, counselling for family planning and NHED. 


Keywords: Maternal, newborn, NRHM, rural, beneficiary 


INTRODUCTION 


Healthcare in rural areas where the majority of the country’s 
population live has been one of the greatest challenges 
faced by the Government of India. Village Health and 
Nutrition Days (VHND) were introduced by the National 
Rural Health Mission (NRHM) to improve access to 
essential maternal, newborn, child health and nutrition 
services at village level.' Organised by the Village Health 
Sanitation and Nutrition Committees (VHSNC) across the 
country, they are intended to work as common platform 
for convergence amongst service providers of Health, 
Integrated Child Development Services (ICDS) and the 
community.” VHNDs are required to provide a basket of 
health and nutrition services and counselling to the 
community on a pre-designated day (preferably on 
Wednesdays and for those villages that have been left 
out, on any other day of the same month) and place 
(usually at the Anganwadi centre). If regularly and 
effectively organized they can bring about the much 
needed behavioural changes in the community and induce 
health-seeking behaviour leading to better health 
outcomes.’ Along with the rest of the states, the 
Government of Assam has also adopted the concept and 
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guidelines have been issued regarding the planning and 
the conduct of the sessions.* 


Maternal and child mortality levels in India are high 
compared to that of a developed nation. United Nations 
estimates suggest that in 2013, India contributed to 17% 
(5000) of world’s maternal deaths.° Assam has the 
ignominy of having the highest Maternal Mortality Ratio 
(MMR) in the country at 300 per 100,000 live births.° 
Infant Mortality Rate (IMR) in Assam in 2013 was among 
the highest at 54 per 1000 live births.’ Evidence is growing 
that primary care strategies centred on community based 
interventions are effective in reducing neonatal and 
maternal deaths in countries with high mortality rates, 
even if institutional approaches are necessary.® Full 
participation of the community in the planning and 
implementation process of the interventions is considered 
among the prerequisites of the primary care approach.’ 
VHND being one of the recommended processes for 
increasing community involvement and communitisation 
can be successfully used as an effective platform for 
provision of first-contact primary health care.” Accredited 
Social Health Activists (ASHAs) along with Anganwadi 
Workers (AWWs) are responsible for mobilising the 
community for VHND with support from Panchayati Raj 
Institutions (PRI) and holding health education sessions. 
Auxiliary Nurse and Midwives (ANMs) provide maternal, 
newborn and child health services such as antenatal care 
and routine immunisation.' 


It has been found that under nutrition causes 35% deaths 
among children under five and 11% of the total global 
disease burden.'° National Family Health Survey in India 
in 2005-06 showed that 40% children under five years old 
were underweight for age.'' Implementation of Growth 
monitoring and promotion specially focusing in the 
younger age group of 0-36 months is crucial to prevent 
malnutrition.'* AWWs are responsible to provide growth 
monitoring services in VHND and referral of children with 
Severe Acute Malnutrition (SAM) along with distribution 
of supplementary nutrition.' The sessions have been 
organized in Assam since 2007. However, community- 
based data regarding the awareness of the beneficiaries 
about the available services in VHND and any gap in 
utilization of the services are not well known. Present 
study was initiated with the objectives to assess the 
awareness of VHND services among rural mothers in 
Kamrup district of Assam and to estimate the utilization 
of services and any gap(s) thereof. 
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METHODOLOGY 


Study type, area and population: 

Kamrup district is situated in the western part of Assam 
in India and comprises of twelve health blocks. A 
community-based cross sectional study was undertaken 
in rural areas of three health blocks of Kamrup namely, 
Boko, Hajo and Sualkuchi. The study was conducted 
from August 2013 to July 2014 among 387 mothers with 
infants. Eligibility criteria for the study population: mothers 
who had delivered within the past one year prior to the 
study and were residents of the study area. The subjects 
were selected after obtaining verbal and written informed 
consent. 


Sample size and sampling design 

As per Annual Health Survey (2010-11) in Assam, 
utilization of full antenatal care (three Antenatal check 
up) in rural areas of Kamrup district was 68.1%.° Assuming 
an expected utilization of full antenatal care in VHND 
setting of 68.1% (P=68.1%) and with 95% confidence 
interval and 7% permissible error (E) of P and applying 
the formula 4 Pq/E’, the minimum sample requirement was 
383. A multistage sampling design was adopted. A total 
of twelve health blocks in Kamrup district was the first 
stage unit out of which three were randomly selected 
using lottery method. List of the villages in the blocks 
were obtained as second stage units. From the list, 43 
villages were selected by simple random sampling using 
random number table. To get desired sample of 383 
beneficiary mothers, nine sample units were required from 
every village finally giving a sample size of 387 which 
was adequate for the study. List of mothers (who had 
delivered in the past one year) in a village was obtained 
from the ASHA; from the list, sample units were selected 
by simple random sampling. 


Ethical clearance and data collection 

The study proposal was approved by the Institutional 
Ethics Committee. Data collection was done through house 
to house visits and interview of mothers using a pre- 
designed and pre-tested semi-structured interview 
schedule. Among different variables were: demographic 
variables (maternal age, religion, caste, education) and 
information pertaining to awareness and utilization of 
services in VHND. 
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Statistical analysis: Data entry and analysis were done 
using SPSS for Windows software (Version 20.0; SPSS 
Inc, IL, Chicago, US). Results were expressed in terms of 
percentages and proportions. 


OBSERVATION AND RESULTS 


Study subjects 

Out of the 387 respondents in the study area, majority 
(36.7%) were in the age group of 20-24 years. More than 
half (51.2%) mothers were Hindus while Muslims and 
Christians constituted 36.4% and 12.4% respectively. 
Majority of the mothers (31.8%) belonged to Scheduled 
Tribe (ST) followed by 25% mothers in Scheduled Caste 
(SC). 77 % of the respondents were literate as shown in 
Table 1. 


Tablel Selected demographic variables of the 
respondents (n=387) 

















Variables Frequency | Percentage (%) 
Age group (years) <20 27 7 
20-24 142 36.7 
25-29 136 35.1 
30-34 66 17.1 
>35 16 4.1 
Religion Hindu 198 Said 
Muslim 141 36.4 
Christian 48 12.4 
Caste SC 97 25.1 
ST 123 31.8 
OBC 87 22.5 
General 80 20.7 
Education Illiterate 89 23 
Up to Primary School 127 32.8 
Middle to High 109 28.2 
Above High School 62 16 

















Awareness and participation in VHND 


Out of the 387 beneficiary mothers interviewed, 86%(333) 
were aware of the services provided in VHND. Source of 
information in the majority was the ASHA and/or the 
ANM. 73%(283) of the respondents ever attended 
VHND session held in their village. Only 32% of them 
reported the presence of PRI members, school teachers 
and Self-help group (SHG) members from the community 
in the last session attended. 77% of the attendees 
reported the presence of all three frontline health 
workers (ASHA, ANM and AWW) in the last session 
as shown in Table 2. 
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Table 2 Awareness and participation in VHND by 
respondents 





Particulars Frequency | Percentage (%) 
Awareness of 


services (n=387) 





Yes 333 86 
No 54 14 
Source of information 
(n=333)* 
ASHA and/ or ANM 290 87 
AWW 218 65 
Relative/neighbour 170 52 





Ever attended VHND 
session (n=387) 

Yes 283 73 
No 104 27 


Reported presence of 
PRI/SHG members/teachers* 





(n=283) 
Yes 911 32 
No 92 68 





Reported presence of 
all three’ (ASHA/ANM/ 














AWW) (n=283) 
Yes 218 77 
No 65 23 


* Multiple responses were cited’ (in the last VHND 
session attended) 


Reasons for not attending VHND 


Of the 104 respondents, who did not attend VHND, 32% 
responded that they didn’t have prior information about 
the observation of the day in their village, which reflects 
deficiency in the part of the concerned health workers to 
pass on the information Table 3. 


Table 3 Reasons for not attending VHND in 
respondents (n=104) 





Reasons Frequency | Percentage (%) 
Unaware about VHND 54 14 

Didn’t have prior 
information about 
observation of the day 33 32 











Preferred private 
practitioners/ hospitals 
for the services 17 16 
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Utilization of services in VHND 


76% of the beneficiary mothers who attended VHNDs 
utilized full antenatal check-up (during antenatal period) 
while only 44% availed post natal check-up. 85% of the 
mothers availed TT immunisation and 98% availed 
immunisation of their 0-12 months aged children. 77% 
mothers reported that weight was measured in their infants 
(taken toa VHND session). It was found that only in case 
of 48% of the infants, weights were plotted in growth 
chart of Mother and Child Protection (MCP) Card. Receipt 
of Iron folic acid (IFA) tablets and contraceptives by 
beneficiaries was less at 31% and 27% respectively. 
Counselling for family planning was availed by only 25% 
beneficiaries. Only 44% beneficiaries attended the Nutrition 
Health Education and Demonstration (NHED) sessions 
as shown in Figure 1 and Table 4. 


™ Services utilized by attendees in VHND 


Counselling for Family Planning 
NHED 

VitaminA 

Contraceptives 

IFA tablets 

TT Vaccine 

Weight measurement (()-12m) 
Immunisation (0-12m) 

Birth registration 

PNC Checkup 

ANC Checkup 





98% 











44% 














Figure 1 Bar Diagram showing utilization of different 
VHND services by attendees 


Table 4 Service utilization in VHND by attendees* 























(n=283) 

Services utilized Frequency | Percentage (%) 
Antenatal Check-up 215 76 
Post natal Check-up 124 44 
Birth registration 206 73 
Immunisation (0-12 months) 277 98 
Weight of infant measured 218 77 
Weight of infant plotted in 

growth chart of MCP card 136 48 
Received contraceptives 76 27 
Received TT 241 85 
Received IFA 87 31 
Vitamin A supplementation 250 88 
Counselling for Family Planning 70 25 
Nutrition, Health Education and 

Demonstration 134 47 

*Multiple responses were cited 
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DISCUSSION 


VHND can be an effective platform for provision of 
comprehensive primary care to the beneficiaries at their 
doorstep if organised with full involvement from the 
community. Comprehensive primary health care would 
reduce morbidity and mortality greatly at much lower 
costs to the system and the individual than any other 
approach, and would significantly reduce the need for 
secondary and tertiary care." 


In the present study, 86% of the beneficiaries were found 
to be aware about services being delivered in VHND, 
(majority were informed by the ASHA and/or the ANM). 
73% of the beneficiaries ever attended a session. Of the 
mothers who didn’t attend, 32% responded that they 
didn’t have prior information about observation of the 
day. The above finding is a matter of concern as it reflects 
deficiency in the part of the concerned health workers to 
convey the message about organising the day in their 
village. 14% of the beneficiaries were unaware about 
VHND which indicate inadequacy of Information, 
Education and Communication (IEC) activities by frontline 
health workers. Similar findings were observed in VHND 
assessment conducted in six districts of Orissa in 2011. 


Presence of all the three frontline health workers (ASHA, 
ANM and AWW) is critical for provision of the intended 
package of services in VHND. In the current study, only 
77% of the mothers reported the presence of all the three 
health workers in the last session they attended. PRI 
members have to ensure that members of the VHSNC are 
available to support the sessions, also they have to ensure 
a convenient approach to the AWC for participation in 
the VHND by one and all.* However, only 32% attendees 
reported the presence of PRI and SHG members and 
school teachers from the community which indicate 
inadequate community participation in the sessions. 


Present study found that utilization of antenatal care in 
the beneficiaries was comparatively better than postnatal 
care with 76% of the attendees availing full ANC check- 
up while only 44% availed PNC check-up. Counselling for 
family planning was availed by only 25% of the attendees. 
This gap reveals a lack of focus on the part of the service 
providers to motivate the beneficiaries for uptake of PNC 
and related counselling services. 
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The study further revealed that 77% of the infants taken 
to VHND were reportedly weighed; however on 
examination of the MCP Card only in 48% of them, the 
weights were plotted in growth chart. Children aged 0-3 
years should be the main focus at the monthly VHND 
meetings since children aged 3-6 years are provided 
services on daily basis at the AWC. The study finding 
reflects the absence of growth monitoring and analysis of 
this vulnerable group. Also, considering the fact that 
malnutrition is substantially high in rural areas as found 
by NFHS-3 in India, this is a matter of serious concern. 


Coverage of beneficiaries was good for immunisation 
services as 85% of the mothers’ availed TT immunisation 
and 98% availed immunisation of their 0-12 months aged 
children. Receipt of Iron folic acid(IFA) tablets and 
contraceptives by beneficiaries was less at 31% and 27% 
respectively. Counselling for family planning was availed 
by only 25% beneficiaries in a session. The above findings 
are in concordance with that of the VHND assessment 
conducted in Lahowal block of Dibrugarh district.'* The 
VHND monitoring in Assam (in April 2013) under NRHM 
however found that IFA tablets were distributed to the 
beneficiaries in 96% of the sessions covered in rural 
areas of Kamrup. They also found that contraceptives 
were available on site in 94% of the sessions.!° 


Nutrition Health Education and Demonstration(NHED) 
sessions are a crucial component of VHND. They can 
help to have direct interaction with the beneficiaries to 
promote improvement in knowledge and health behaviour 
while clarifying myths and misconceptions on health and 
nutrition issues.? Many topics can be discussed in VHND 
with active participation from PRI members and school 
teachers like: balanced diet for pregnant and lactating 
women, breastfeeding, complementary feeding and child 
feeding practices during and after illness.* In our study, 
out of the total 283 VHND attendees, less than half or 
only 47% reported attending the NHED sessions after 
obtaining their individual services. Similar finding was 
reported in other studies.2° Major reasons of non- 
attendance elicited from the respondents were: 
‘inconvenient timing of these sessions’ (towards the end 
of VHND in the afternoon) and ‘didn’t feel necessary’. A 
section of the attendees reported that no such education 
sessions were being held. It implies that NHED sessions 
were not considered essential by beneficiaries as well as 
service providers. This gap in service delivery and 
utilization demands attention. 
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CONCLUSION 


The present study leads to the conclusion that the 
complete packages of services in VHND were not utilized 
to the optimal extent by beneficiary mothers in rural 
Kamrup. Presence of all the three frontline health workers 
in any session was reportedly found lacking. Gaps in 
utilization of services in beneficiaries were mainly found 
in relation to postnatal care, growth monitoring, 
counselling for family planning and nutrition and health 
education. Participation of community members in VHNDs 
was reportedly found inadequate. Greater community 
involvement is required to generate demand for essential 
services like growth monitoring and nutrition and health 
education. Monitoring and supervision need to be 
regularized for effective organisation of VHND. Skill 
building training of the frontline health workers with 
emphasis on quality of care in service delivery can be 
useful to optimize the utilization of the available services 
in VHND. 
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ABSTRACT 


The hemangioblastoma is a rare benign (WHO grade I) 
vascular tumour. It may difficult to differentiate from 
other posterior fossa tumour. The conventional MRI 
showed cystic lesion with markedly enhancing mural 
nodule. There is paucity of literature of advanced MRI 
imaging of cerebellar hemangioblastoma. We report a 
case of cerebellar hemangioma with advanced MRI 
imaging and reviewing the literature 


Keywords: Cerebellar hemangioblastoma, Von Hippel- 
Lindau disease, Cyst with mural nodule 
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INTRODUCTION 


The hemangioblastoma is a rare benign (WHO grade I) 
vascular tumour. It may be difficult to differentiate from 
other posterior fossa tumours. The conventional MRI 
showed cystic lesion with markedly enhancing mural 
nodule. There is paucity of literature of advanced MRI 
imaging of cerebellar hemangioblastoma. We report a case 
of cerebellar hemangioma with advanced MRI imaging 
and reviewing the literature. 


CASE HISTORY 


A 20 years old male presented with progressive holocranial 
headache for 2 months associated with vomiting and gait 
disturbances for 2 weeks. The boy was in severe distress 
due to headache. Fundal examination showed papilledema. 
Motor and sensory examinations were normal. Evaluation 
of the cerebellar system revealed truncal ataxia. 


MRI Findings: 


On MR, a well defined rounded, sharply defined cystic 
lesion was arising from the right cerebellar tonsil that 
showed prolongation of both Tl and T2 relaxation times 
with multiple flow voids. A solid nodule was seen within 
the wall of the cyst which showed strong enhancement 
on contrast study, whereas the cyst wall does not. The 
nodule abuts the cerebellar surface. On MR perfusion, 
the mural nodule showed increased rCBV (not shown). 
Mean perfusion curve showed rapid fall followed by rapid 
upstroke not reaching the base line. On MR spectroscopy, 
there was decreased NAA with lipid peak. 
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Figure 1 On MRT2WI, coronal images and contrast 
enhance images (A and B) showed a well-defined, sharply 
marginated cystic lesion arising from the right cerebellar 
tonsil with multiple flow voids. A strongly enhancing 
nodule was seen within the wall of the cyst abuts the 
cerebellar surface. (C) Mean perfusion curve showed 
rapid fall followed by rapid upstroke not reaching the 
base line. (D) On MRS, there was decreased NAA with 
lipid peak. 


Cerebral Angiography 


Digital angiography showed tangles of tightly packed 
vessels opacified in the early arterial phase with feeding 
artery from right AICA with draining vein through the 
superficial cerebellar vein to transverse sinus. 
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Figure 2 Digital angiography (A and B) showed tangles 
of tightly packed vessels opacified in the early arterial 
phase with feeding artery from right AICA with draining 
vein through superficial cerebellar vein to transverse sinus 


Surgery 


The patient underwent a sub occipital craniotomy and 
excision of the lesion. Per operatively there was a cystic 
mass involving the right cerebellar tonsil, with a mulberry 
coloured smooth walled nodule, it was highly vascular 
with a very prominent draining vein. 


Histopathology 


Histopathological section showed stromal vacuolated cells 
with interspersed blood vessels. 
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Figure 3 Histopathological section (1E) showing stromal 
vacuolated cells with interspersed blood vessels (H and 
E 40x:) 
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DISCUSSION 


The hemangioblastoma is a benign (WHO grade I) 
vascular tumour. It accounts for 1%-—2.5% of all intracranial 
tumours in the population.’ Ninety-five percent of 
hemangioblastomas located in the posterior fossa of which 
70 to 80% are located in the cerebellar hemispheres. 
Hemangioblastomas are linked to von Hippel-Lindau (VHL) 
disease, although isolated cerebellar hemangioblastoma 
is the commonest presentation.” 


Hemangioblastomas are originating from the cerebellar 
surface. Therefore, they are constantly connected to a 
pial surface.  Macroscopically, the tumour has a bright 
yellow colour as a result of its lipid content.'* The 
histological features are consisting components of 
capillary network lined by hyperplastic endothelial cells 
and the stromal cells, which have pleomorphic or lobulated 
nuclei and lipid containing abundant, pale cytoplasms.!* 
Mitoses are usually inapparent.! 4 


The expression of highly angiogenic growth factors and 
their receptors might be responsible for high vascularity 
of the tumor. 5 


CEMR images are useful to detect additional small 
hemangioblastomas, which are often not visible by 
baseline MRI. Because of the significant likelihood of 
multiple lesions, the whole neuraxis should be imaged. 

On MRI, cerebellar hemangioblastoma typically appear as 
large, rounded, sharply marginated cystic lesions that 
show prolongation of both T1 and T2 relaxation times.® 
Variable intracystic signal intensity may occur, depending 
on protein or hematic content. A solid nodule may be 
seen within the wall of the cyst. After gadolinium 
administration, the mural nodule enhances strongly, 
whereas the cyst wall most commonly does not enhance 
unless lined by neoplasm.’ The nodule consistently abuts 
the cerebellar surface and is usually smaller than the cyst 
unlike cystic astrocytoma, which tends to have a larger 
nodule. A diagnostic pitfall is the hemangioblastoma with 
a small central lucency, which can be interpreted as a 
necrotic metastasis. In this case, the ring like enhancement 
of the necrotic nodule is thick and irregular.® 


Large feeding and draining vessels in the periphery and 
within the solid component appear as tubular flow voids 
on T2-weighted images and MRA. However, digital 
angiography better shows tangles of tightly packed, wide 
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vessels, opacified in the early arterial phase.* Sometimes, 
the typical finding of a “cherry attached to its stalk” may 
be recognized. Angiography is needed to identify the 
vascular pedicle before surgery, and preoperative 
embolization may be useful in order to reduce the risk of 
intraoperative bleeding.*'® Angiography also is useful for 
differentiating between pilocytic astrocytoma and 
hemangioblastoma, because only the latter shows a typical 
blush. 


MR Spectroscopy 


Proton MRS reveals a high mobile lipids (Lip) peak between 
0.9 and 1.4 ppm, which was compatible with histologically 
proven lipids in the tumor. The creatine/phosphocreatine 
peak is low. Choline-containing compounds may increase. 
The N-acetylaspartate peak is absent, which indicate 
nonneurogenic origin of the tumor. An oxaloacetate at 
2.37 ppm is a characteristic feature of hemangioblastoma. 
These unique results of proton MRS can play an important 
role in the differential diagnosis of intracranial 
hemangioblastoma.'" ” In our case we did not find oxalate 
peak. From our point of view, the signal of 2.37 ppm in 
their reported case might have been due to a noise level, 
not oxaloacetate. The high lipid peak is also seen in other 
tumors, especially high-grade tumors such as high-grade 
gliomas, metastatic brain tumors, and anaplastic 
meningiomas due to presence of intratumoural necrosis. 
The high lipid peak on proton MRS without the necrotic 
component on MRI can be a characteristic finding of 
hemangioblastoma. 


MR Perfusion 


The rCBV map is also useful in differentiating cystic 
astrocytoma from hemangioblastoma. At conventional MR 
imaging, both cerebellar hemangioblastomas and 
astrocytomas often appear as small, enhancing nodules 
within a well-circumscribed, thin-walled cyst, as in our 
cases. Despite some differential features such as an 
intratumoral signal void, differentiation by conventional 
MR imaging alone is difficult, especially where tumors are 
smaller than 1cm.'? Quantitative analysis indicated that 
the rCBV ratio of hemangioblastomas was significantly 
higher than that of cerebellar astrocytomas, and it was 
also found that compared with that of gray matter, the 
signal intensity of hemangioblastomas was much higher, 
while that of cystic astrocytomas was slightly higher." 
These tumours show arterio venous shunting on 
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angiography '§ and are usually lesions with high rCBV. 
They can show a rapid steep fall in signal intensity with 
rapid return to baseline; and a rapid steep fall in signal 
intensity with rapid return to baseline, followed 
immediately by a second, smaller dip. It has also been 
shown that, depending on rCBV values, hemangioblastoma 
and pilocytic astrocytoma can be differentiated with 
confidence.'® In our case there is rapid fall of signal 
intensity with rapid return towards baseline but not 
reaching the base line. The Ist halves of the curve 
represent high leakiness of the blood brain barrier and 2"4 
half of the curve represent high arterio venous shunting 
of the tumor bed. 


CONCLUSION 


Advanced MR images are useful in differentiating 
hemangioblastoma from other lesion and detect additional 
small hemangioblastomas. The high lipid peak without 
NAA or Lactate peaks on proton MRS and the absence 
of a necrotic component on MRI may be the characteristic 
radiological findings of hemangioblastoma. These unique 
results of proton MRS can play an important role in the 
differential diagnosis of intracranial hemangioblastoma. 

Hemangioblastoma demonstrate relatively predictable 
patterns of mean perfusion curve on T2* DSC PMRI. 
Along with perfusion maps and conventional cross- 
sectional imaging, can help in the characterization of 
intracranial tumors. 
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ABSTRACT 


Choriocarcinoma is a rare form of cancer, which 
commonly occurs in women of reproductive age, rarely 
in postmenopausal women and in women under 20 years 
of age. This case reports a 31-year-old P,L, woman, who 
was presented to the emergency room with complaints 
of profuse bleeding per vaginum. Although the initial 
diagnostic and radiographic findings favored the 
possibility of uterine arterio-venous (AV) malformation 
and treatment was planned accordingly, it was the final 
histopathological findings that confirmed the entity as 
Choriocarcinoma of the uterus. 


The purpose of reporting this case is to highlight the need 
for differential diagnoses to be considered in a limited 
resource emergency situation. The need for accurate 
diagnosis is of paramount importance, because definitive 
treatment is largely based on it, and it is possible to 
achieve a 100% cure rate in low risk patients; 80-85% 
in high-risk patients with Choriocarcinoma of uterus. 


Keywords: Uterine Choriocarcinoma, Arteriovenous 
malformation, beta HCG 





Address for correspondence and reprint: 

'Dr. Jeevitha K J MBBS DNB (Obstetrics and 
Gynaecology), Senior Resident, Diploma in Laparoscopic 
Surgery (Corresponding Author) 

Phone: 0452 — 2510000 Extension: 126 

Mobile: +91 99402 92762 

Email: jeevithakj@yahoo.co.in 

Assistant Professor, *Associate Professor, *Head 
Department of Obstetrics and Gynaecology 

Velammal Medical College Hospital and Research Institute 


75 


INTRODUCTION 


Choriocarcinoma is a highly malignant tumor of 
trophoblastic origin. Choriocarcinoma is a biphasic 
proliferation of trophoblast and syncytiotrophoblast, with 
morphology similar to primitive trophoblast of the placental 
previllous stage; chorial villi are absent in this tumor 
type. Choriocarcinoma shows variable clinical signs and 
symptoms, the most frequent being abnormal uterine 
bleedings.'! Gestational Choriocarcinoma is a rare 
complication of pregnancy with incidence of | in 20,000 
to 1 in 45,000 in western countries, and usually arising 
from a prior molar pregnancy or rarely on non-molar 
gestation within 1 year of antecedent pregnancy.’ 


The purpose of this case report is to illustrate the difficulty 
in diagnosing a case Choriocarcinoma, especially when 
adjuvant modalities can be non-specific and misleading. 
Definitive diagnosis is always established by 
histopathological study. 


CASE HISTORY 


A 31 year old, P,L, woman delivered by elective repeates 
cesarean section 36 days back presented to the emergency 
department with history of irregular episodes of bleeding 
per vaginum (p/v) since delivery and is increased for past 
4 days. She also complained of mild supra-pubic pain, 
which was cramping in nature. Prior to presentation to 
our centre, she had 2 units of packed cell transfusion. 

On examination her pulse rate was 114 beats per min, and 
her blood pressure was 90/60 mm Hg. Per abdomen 
examination showed uterus of 24 weeks. Following vaginal 
examination she had a sudden gush of bleeding. There 
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was no evidence of trauma, sub urethral or cervical lesion. 
She was advised hospitalization and was 
haemodynamically stabilized with intravenous fluids and 
was transfused with one unit of packed cell. Her blood 
grouping was O positive and hemoglobin value was 8.3 
gm/dl. All other lab values were within normal parameters. 
An ultrasound abdomen study demonstrated increased 
vascularity of the uterus. MRI images presented with 
brilliantly enhancing serpigenous nidus of vessels at 
fundus and anterior wall of uterus with faint calcification 
suggestive of retained products of conception (placental 
remnants) and arteriovenous malformation. Uterine vessels 
were grossly dilated and tortuous, while parametrial vessels 
more prominent on the right than left (Figure 1). Beta 
HCG value was 8,000 IU/ L. Uterine bleeding was massive 
and_ persistent. 


CT ANGIO 





Figure 1 Brilliantly enhancing serpigenous nidus of 
vessels at fundus and anterior wall of uterus with faint 
calcification suggestive of retained products of conception 
(placental remnants) and arteriovenous malformation 
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Following multidisciplinary discussion with interventional 
radiologist and vascular surgeon; the possibility of AV 
malformation with persistent bleeding, hysterectomy was 
decided as the treatment of choice. Intraoperative findings 
showed uterus of 18 weeks with grossly dilated and 
tortuous vessels that were consistent with the appearance 
of an AV malformation. Hysterectomy was completed and 
the post-operative period was uneventful. The cut section 
of uterus showed a growth of size 4 x 3 cms occupying 
the uterine cavity (Figure 2) and the specimen was sent 
for histopathological evaluation (HPE). 


1) 





/ 
Figure 2 Cut section of uterus showing a growth of size 
4 x 3 cms occupying the uterine cavity 





Figure 3 HPE demonstrating biphasic growth pattern 
with mononuclear trophoblastic cells residing adjacent to 
syncitiotrophoblastic cells. Nuclear pleomorphism and 
hyperchromasia are striking 
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Following HPE (Figure 3), a definitive diagnosis of 
choriocarcinoma of uterus was made and the TNM staging 
was: pT,|N,M,. Immunohistochemistry (IHC) with Ki67 
was 70% positive for choriocarcinoma. Subsequent 
investigations for distant metastasis were negative and 
concurrent treatment with methotrexate and folinic acid 
was started. Repeat beta HCG was 1000 IU/L after | week. 
Patient was given 3 courses of chemotherapy and beta 
HCG was followed up. Following three cycles of 
chemotherapy her beta HCG value was less than 2 IU/L. 


DISCUSSION 


Choriocarcinoma is a rare condition and can be divided 
into gestational and non-gestational types. Gestational 
choriocarcinoma mostly occurs in woman of reproductive 
age group, usually within one year following molar or 
non-molar pregnancy. Non-gestational is common in 
postmenopausal women. Gestational choriocarcinoma may 
follow after any type of pregnancy as in hydatiform mole, 
normal term pregnancy, an abortion or even after an ectopic 
pregnancy. 


Choriocarcinoma should be suspected when there is 
persistent or irregular uterine bleeding following molar 
pregnancy, abortion or normal delivery. The diagnosis of 
choriocarcinoma needs a high index of suspicion and is 
often difficult in resource-limited sittings. Rapid growth 
and haemorrhage makes the tumor a gynecological 
emergency.” 


Serum Beta HCG is an important investigation in diagnosis 
and monitoring the prognosis of the disease. It is a 
sensitive and reliable indicator of the condition. IA 
McNeish et al have proposed a new system of scoring: 
Charing Cross Scoring system (Table 1), which further 
reduces the risk of unwanted exposure of 
chemotherapy.** According to this system the use of 
methotrexate (MTX) and folinic acid (FA) regimen is 
recommended for low risk (0-8) and EMACO (Etoposide, 
Methotrexate, Actinomycin D, Cyclophosphomide and 
Oncovin) for high risk (>8). The treatment regime for 
the low risk group is with MTX 50 mg intramuscular on 
day 1, 3,5, 7 with FA orally on day 2, 4, 6, 8 is repeated 
every 2 weeks and for high risk group infusion with 
EMA-CO regimen is followed (Table 2).° 
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Table 1 Charing Cross Scoring System 


























Variable 0 1 2 6 
Age (years) <39 >39 
Antecedent 
pregnancy (AP) Mole Abortion/ 
unknown | Term 
Interval between | <4 4-6 7-12 >12 
AP to treatment 
(months) hCG 
(IU I) 
10°-10* |<10° 104-105 | >10° 
ABO blood group 
(female x male) AxO BxO 
or O 
OxA ABxA 
or O 
O or Ax 
unknown 
Number of 
metastases 1-4 4-8 >8 
Site of metastases |Lungs, |Spleen, Gastroin- | Brain 
vagina kidneys | testinal 
tract, 
liver 
Largest tumour 
mass <3cm |3-5cm >5 cm Two 
Previous Single or 
chemotherapy drug more 
drugs 























hCG = human chorionic gonadotrophin; Charing Cross 
System — low risk: 0-5, intermediate risk: 6-9, high risk: 
>9. Sheffield modification — low risk: 0-7, high risk: >7 


Table 2 EMA-CO Regimen 
Course 1 EMA 
Day 1 








Actinomycin D 0.5 mg IV stat, Etoposide 
100 mg/m? in 200 ml normal saline over 30 
minutes, Methotrexate 300 mg/m? IV 12 hours 
infusion 














Day 2 Actinomycin D 0.5 mg IV stat Etoposide 100 
mg/m? in 200 ml normal saline over 30 minutes 
Folinic acid 15 mg per os or IM BD for 4 
doses starting 24 hours after the start of 
Methotrexate 

5-day drug-free interval to course 2 

Course 2 CO 

Day 1 Vincristine 1.0 mg/m? IV stat (maximum 2.0 


mg) Cyclophosphomide 600 mg/m? IV infusion 
over 20 minutes 
6-day drug-free interval 
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Being a highly malignant tumor, metastasis is common 
and occurs in lungs, pelvis and vagina. If left untreated 
choriocarcinoma is likely to transform into malignant 
trophoblastic disease. Metastasized stage on diagnosis 
is common in patients with choriocarcinoma, with a rate 
of 30%. In a few cases choriocarcinoma may spread 
distantly and some reports mention lung metastasis as a 
common site while others suggested that it rarely results 
in pulmonary metastases. Other locations likely to have 
metastases include brain, liver, kidney and bowel.’ 


Uterine arteriovenous malformations (AVMs) are usually 
diagnosed in women with unexplained vaginal bleeding 
and is frequently life threatening.* Choriocarcinoma should 
be considered as an important differential diagnosis in 
cases of uterine AV malformation.’ In the reported case, 
in view of PL, pregnancy, with a Charing Cross score of 
3, with torrential uncontrolled bleeding P/V, the patient 
was managed by hysterectomy followed by three cycles 
of chemotherapy." 


CONCLUSION 


Sudden massive vaginal bleeding is the most frequent 
presentation in an OBG emergency department. The 
diagnosis of choriocarcinoma/AV malformation should be 
considered when a patient presents with sudden severe 
vaginal bleeding following caesarean section or dilatation 
and curettage. USG and beta HCG should be performed 
for diagnosis, as both are differential diagnosis for each 
other. 
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ABSTRACT arising at forearm with ulceration. 

Liposarcoma is the most common soft tissue sarcoma Keywords: Spindle cell Liposarcoma; leg; atypical 
accounting for 20% of all mesenchymal malignancies. Lipomatous Tumor; well differentiated Liposarcomas; 
Spindle cell liposarcoma is a rare histological variant Spindle cell 


of liposarcoma. Spindle Cell Liposarcoma presenting 
with ulceration is a rare entity in the history of literature. INTRODUCTION 
We report a case of spindle cell liposarcoma arising from 
the right forearm presenting with ulceration. A 14-year- 
old young boy presented with a slow growing ulcer over 
the right forearm. Histological examination of biopsy 
showed spindled and stellate shaped cells in a myxoid 
background and many curved vessels suggesting myxoid 
and round cell liposarcoma suggesting spindle cell 
liposarcoma. Based on this, a histological diagnosis of 
spindle cell liposarcoma was made. Spindle cell 


Sarcomas encountered in limbs show wide variety of 
histo-morphological types and grades. Liposarcoma of 
the leg represents approximately 1% of sarcoma of limbs. 
They are a group of malignant neoplasms that affect 
critical structural units of legs that can result in grave 
consequences if they are not diagnosed and managed 
properly. Amongst the group of Well Differentiated 
f ; ; ; ; Liposarcomas/ Atypical Lipomatous Tumor (WDL/ALT), 
lip senna ine aia tant of well-differ entiated spindle cell variant (S-WDL/ALT) is rarely documented in 
liposarcoma characterized by prominent spindle cell literature.! WDL/ALT tend to develop in the deep muscles 


component. In previously reported cases spindle cell of extremities (75%), retroperitoneum (20%) and other 
liposarcoma was demonstrated in the subcutaneous 


tissues of limbs, trunk, shoulder girdle, buttock presenting 
a mass without ulceration. Main differential diagnoses 
include benign lesions such as spindle cell lipoma, diffuse 
neurofibroma as well as dermatofibrosarcoma Pras Department of Dermatology, Gauhati Medical College 
tuberans and other malignancies such as and Hospital, Guwahati, Assam 
sclerosingliposarcoma, myxofibrosarcoma, malignant Mobile: 09706669840, 

peripheral nerve sheath tumor and fibromyxoid sarcoma. 
Spindle cell Liposarcomas tend to recur locally and may 
have a potential for metastasis. Wide excision and long 
term follow up looking for recurrence and metastasis is 
necessary. To our knowledge, Liposarcoma presenting 
with ulceration at forearm has not been observed in 
literature. So, our case is a rare variant of liposarcoma 
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miscellaneous sites.? In this case, the tumor was located 
in right forearm with ulceration as an unusual condition. 
This tumor is composed of prominent spindle cell 
proliferation and varying sized adipocytes and mixed with 
few lipoblasts set in a fibrous and/or myxoid background. 
It tends to occur in adults. Here, we report a case of S- 
WDL/ALT in the right forearm in a 14 year young boy. 
These tumors do not metastasize hence require less 
aggressive therapeutic management.' Accurate 
histopathological subtyping is absolutely essential as it 
impacts treatment strategies and outcome. 


CASE HISTORY 


A 14 year young male presented with a progressively 
increasing ulcerated growth over the right forearm. This 
was noticed three months prior to presentation, which 
was small initially and gradually, increased to the present 
size. In this case there was neither any previous history 
of lipomasn or any remarkable associated family history. 


FINDINGS 


Local examination showed 8 x 7 cm, non-tender, well - 
defined, ulcer over the upper part of the right forearm 
(Figure 1). 





Figure 1 Spindle-cell Liposarcoma Presenting with 
Ulceration over Right Forearm 


Findings of systemic examination were non-contributory. 
Routine hematological examination was normal except low 
hemoglobin and high ESR. Routine biochemistry 
investigations, viz., Random Blood Sugar, Serum 
Creatinine, Liver and Kidney function test showed no 
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abnormality. X-ray of chest and right forearm were normal. 
Ultrasonography of abdomen neither showed 
hepatosplenomegaly nor adenopathy. Routine examination 
of urine was normal. On microscopic examination, 
circumscribed tumor composed of spindle cells arranged 
in short interlacing fascicles interspersed with single and 
at places collections of varying sized groups of lipogenic 
cells were seen (Figure 2 and 3). 


ee Tsd = tree 


Figure 2 HPE Shows spindled and stellate shaped cells 
in a myxoid background and many curved vessels 
suggesting myxoid and round cell liposarcoma (40X) 





Figure 3 HPE demonstrate cells with uniform round nuclei 
in a myxoid background (40X) 


Stroma showed few atypical spindle cells; thin walled 
blood vessels, thick and thin fibrous septae with focal 
myxoid areas. The spindle cells revealed bland oval nuclei 
and moderate amount of eosinophilic cytoplasm. Few 
large atypical cells were noted. No areas of necrosis and 
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hemorrhage noted. On careful search, occasional lipoblasts 
were seen in the sections taken from the periphery of the 
tumor. Based on histopathological appearance, spindle 
cell liposarcoma tumor was considered. 


DISCUSSION 


Histologically, Liposarcomas are divided into five different 
subtypes: myxoid, pleomorphic, dedifferentiated, round 
cell and Atypical Lypomatous Tumors (ALT)/Well 
differentiated Lyposarcomas (WDL).* ALT/WDL is 
regarded as low grade, non-metastasizing, malignant 
neoplasms composed primarily of mature adipose tissue. 
Statistically, approximately 75% develop in the deep soft 
tissue of the limbs, followed by 20% in the 
retroperitoneum and a much smaller percentage in the 
inguinal region.* Furthermore, ALT/WDL is further 
subdivided into the adipocytic (lipoma-like), sclerosing, 
inflammatory and spindle cell subtypes. Spindle cell- ALT 
(S-ALT)/WDL is a rarest variant of ALT/WDL.? It is a 
distinct neoplasm which tends to occur in the subcutis 
of the shoulder region and extremities without presenting 
with ulceration. Few cases have been described in the 
head and neck.” > Histologically, this biphasic tumour is 
composed of prominent spindle cell proliferation and 
varying sized adipocytes admixed with few lipoblasts set 
in a fibrous and/or myxoid background. Lipoblasts show 
central or peripheral hyperchromatic nucleus which is 
indented by univacuolated or multivacuolated cytoplasm.* 
As described in the literature, Cytological findings include 
mixture of adipocytes supported by fibro-vascular septa 
with hyper chromatic and enlarged nuclei within the fat 
and fibrous bands with one or two small nucleoli and 
scattered lipoblasts. Distinction of lipoma and well- 
differentiated liposarcoma can also be made using imaging 
techniques.° Ultimately histopathology along with 
immunohistochemistry studies clinches the diagnosis.”? A 
few cases of atypical lipomatous tumor/well-differentiated 
liposarcoma of the gingival has also been recorded in 
literature.’ The differential diagnosis of S-ALT/WDL in 
the limbs includes Spindle Cell Lipoma (SCL) and spindle 
cell myxoid liposarcoma. Spindle cell lipoma occurs 
subcutaneously in the posterior neck, upper back and 
shoulder region. 90% of the lesion is made up of uniform 
appearing mature adipocytes. Immunohistochemically, 
lipogenic cells in ALT/WDL show S-100 immunoreactivity 
and spindle cells show focal presence of CD 34 
immunoreactivity.’ These tumors do not metastasize hence 
require less aggressive therapeutic management. Accurate 
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histopathological subtyping is absolutely essential at the 
earliest as it impacts both treatment strategies and 
outcome.” Recently, cytogenetic and molecular studies 
have highlighted that WDL/ALT are characterized by 
giant marker and ring chromosomes containing amplitied 
sequences of 12q13-15 which is the site for several genes 
including MDM2, CDK4, GL1, SAS and HMGIC."? 


However, WDSCL lacks the MDM2 and CDK4 gene 
amplitications and instead show monosomy of 
chromosome." ? Another study depicted that unlike 
epithelial neoplasms, the malignant transformation of a 
pre-existing mesenchymal tumor has been questioned for 
a long time.!? Based on the similarities of clinical, 
histologic, immunohistochemical, and molecular findings 
in spindle cell lipoma and well-differentiated spindle cell 
liposarcoma, it can be speculated that well-differentiated 
spindle cell liposarcoma represents the atypical/low-grade 
counterpart of spindle cell lipoma, that the Rb-1 deletion 
represents an early event in the development of both 
neoplasms, and that additional genetic changes are 
necessary for the development of well-differentiated 
spindle cell liposarcoma. Another hypothesis is the 
transformation of a pre-existing spindle cell lipoma to a 
well-differentiated spindle cell liposarcoma, and in some 
cases of well-differentiated spindle cell liposarcoma, a 
recent enlargement of a long-standing neoplasm has been 
reported." A few studies have demonstrated that in 
striking contrast to epithelial neoplasms, a malignant 
transformation of a pre-existing benign mesenchymal 
neoplasm has been questioned for a long time with the 
exception of the transformation of a neurofibroma to a 
malignant peripheral nerve sheath tumor in the setting of 
a neurofibromatosis. However, it has been nicely 
demonstrated that a biologic continuum of benign, 
atypical, and malignant lipogenic neoplasms exists’ !?, 
and probably some cases of well-differentiated spindle 
cell liposarcoma arise in a long-standing spindle cell lipoma 
similarly to cases of malignant peripheral nerve sheath 
tumors arising in pre-existing neurofibromas; however, 
this hypothesis has to be substantiated in further studies. 
Collagenous stroma is prominent. Myxoid areas and 
prominent, thick walled, arborizing blood vessels may be 
found in the stroma. Lipoblasts are absent. Myxoid areas 
can pose diagnostic problems. However, myxoid 
liposarcoma shows chicken wire vascular pattern which 
was absent in our case. Instead our case showed singly 
scattered large atypical nuclei consistent with spindle cell 
ALT/WDL.' In striking contrast to epithelial neoplasms, 
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a malignant transformation of a pre-existing benign 
mesenchymal neoplasm has been questioned for a long 
time. However, it has been shown that a biologic continuum 
of benign, atypical, and malignant lipogenic neoplasms 
exists and probably some cases of S-ALT/WDL arise in 
a long-standing SCL. However, this hypothesis has to be 
substantiated in further studies.” Previous literature shows 
that liposrcoma is common in elderly male. Our case is a 
14 years old male. Spindle cell liposarcoma is a rare variant 
of liposarcoma. To our knowledge, Sindle Cell Liposarcoma 
presenting with ulceration over forearm has not been 
encountered in previous literature. 
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ABSTRACT 


Today almost 153 million women of reproductive age 
group use the IUD worldwide as method of contraception. 
Migration of IUD into peritoneal cavity through 
perforation of uterus, though rare is a serious 
complication, which can present as a gynecological 
emergency. Skillful insertion of IUD is important to avoid 
complications. We report a case of postsurgical 
hematometra with misplaced IUD following 
intracesarean insertion, which was managed by 
laparotomy and retrieval of IUD. 


Keywords: Misplaced IUD, parametrium, postsurgical 
hematometra, reversible contraception, post placental 
insertion. 
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INTRODUCTION 


Intracesarean IUD insertion extends the benefit of long 
acting reversible contraception to women undergoing 
operative delivery.' Intracesarean IUD has well 
documented safety reports. Post placental placements of 
IUD during cesarean delivery are associated with lower 
expulsion rates than post placental vaginal insertion, 
without any increasing rates of post-operative 
complications.? Common complications encountered with 
IUD insertion are a missing thread, dysmenorrhea, heavy 
menstrual bleeding, pelvic infections, expulsion and 
perforation of uterus. Probably the most severe 
complication of IUD is uterine perforation and is common 
among women with lost IUD’s. The most frequent sites 
of migration are omentum (26.7%), pouch of Douglas 
(21.5%), large bowel (10.4%), myometrium (7.4%), broad 
ligament (6.7%), free within the abdomen (5.2%), adhesion 
to ileal loop serosa (4.4%) or to large bowel serosa (3.7%) 
and mesentery (3%)*. Rare sites are appendix, abdominal 
wall, ovary and bladder.* 


Hematometra is the collection of menstrual blood inside 
the uterine cavity due to an obstructed outflow tract 
generally due to a congenital cause. But now in the 
present era, there is a rise in the incidence of postsurgical 
hematometra following cesarean section, post endometrial 
ablation procedures and postabortal procedures. 


So far, no case of misplaced IUD following intracesarean 
insertion has been reported. We report a case of misplaced 
IUD following intracesarean insertion, who also developed 
postsurgical hematometra. This case report is presented in 
view of its rarity and also to stress the need for adequate 
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training of health providers to decrease post-operative 
complication, thereby decreasing morbidity and mortality. 


CASE HISTORY 


22 years old P2 L2 with previous two LSCS in lactational 
amenorrhea presented to our OBG casualty with acute 
lower abdominal pain since 3 days. She gave history of 
cyclical abdominal pain for the past 2 months. The second 
cesarean section was done as an emergency procedure 
as the patient went into labour and the baby is an MR 
child. The patient had consulted a gynecologist 6 months 
back, when she passed the thread of IUD per vagina. 
USG and CT — Abdomen and Pelvis were done,which 
revealed migration of IUD into the left parametrium close 
to left external iliac vessel. Laparoscopy for removal of 
IUD was attempted, but it could not be traced,so the 
procedure was abandoned. Two months later she 
underwent laparotomy at another hospital, but again IUD 
could not be retrieved even after localizing it with C-arm, 
as it was deeply embedded in the left parametrium. 


Post-operatively patient was comfortable for 2 months 
and then she developed cyclical abdominal pain with 
which she came to our hospital. Pelvic examination 
revealed an enlarged uterus of 16 weeks size with restricted 
mobility and tenderness in all fornices. USG done at 
admission revealed hematometra of ~50cc. 


A Ser ae ae 





Figure 1 Ultrasound picture showing echogenic fluid 
in the Endometrial Cavity 
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Figure 2 CT Abdomen and Pelvis showing displaced 
IUD in Left Parametrium 





Figure 3 Evacuation of Hematometra through 
Hysterotomy 





Figure 4 C-arm image localizing the IUD in the left 
parametrium 
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Figure 5 Image showing laparotomy 
and retrieval of IUD 


A diagnosis of post-surgical hematometra with misplaced 
IUD was made and patient was posted for Laparotomy 
with evacuation of hematometra. During the procedure, 
cervical dilatation was tried but the dilator could not be 
passed beyond the internal os, hence the hematometra 
could not be evacuated. So, it was decided to proceed 
with Laparotomy. Hysterotomy with evacuation of 50 to 
60m1 of hemotometra was done. Internal-os could not be 
localized even through the hysterotomy incision, as there 
was no communication between the uterine cavity and 
cervix probably due to inappropriate closure of uterine 
incision during LSCS. Reconstruction of the 
communication could not be done because of the thick 
intervening septum created iatrogenically and thinned 
out posterior wall of uterus. Hence, hysterectomy was 
done after stenting the left ureter because of the dense 
adhesion in the left parametrium caused by misplaced 
CU-T. Under C- arm guidance IUD was traced and retrieved 
with great difficulty. Postoperative period uneventful. 


DISCUSSION 


Intrauterine contraceptive device has been a part of the 
national family planning programme since the sixties. 
Immediate post partum insertion of [UD’s appeared safe 
and effective, though comparison with other time 
insertions is limited.* Advantages of immediate postpartum 
insertion include high motivation, assurance that the 
women is not pregnant and convenience.* The PPIUCD 
can be placed within 10 minutes of expulsion of placenta 
following a vaginal delivery (post placental), during 
cesarean section before closing uterine incision 
(intracesarean) or within 48 hours following child birth. 
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The technique of insertion of intracesarean IUD is very 
simple. It is introduced through the uterine incision and 
placed at the uterine fundus manually or using a ring 
forcep. It is important not to attempt to pass the string 
of the IUD through the cervical os before closure of the 
uterus as this will displace IUD into the lower uterine 
segment and may in result in expulsion. 


The reported incidence of perforated IUD is 0.87 per 1000 
insertion.° It is speculated that most perforations occur at 
the time of insertion, although some have proposed that 
perforations can arise secondarily as well. The factors 
associated with uterine perforation are the timing of 
insertion in relation to termination of pregnancy, the 
position and anatomy of uterus, the insertion technique 
and the experience of the person inserting IUD*. No 
significant difference was found between rates of 
perforation when different types of [UD’s were compared’. 
After perforating the uterus IUD can migrate to colon, 
appendix,wall of iliac vessels, bladder, omentum, perirectal 
fat, retroperitoneal space, pouch of Douglas and ovaries.* 
' Most perforations are uncomplicated. Uterine 
perforations most often are asymptomatic, therefore 
unrecognized at time of insertion and may not be 
recognized until years later. It is first suspected when the 
woman experiences unintended pregnancy or goes for 
removal of the IUD, and the strings cannot be located. 
85% of perforations do not affect other organs, but the 
remaining 15% lead to complications in the adjacent 
visceral organs usually the intestines.'* To prevent the 
delayed diagnosis and morbidity the patients with IUD 
should be alerted about the possibility of its migration 
and importance of regular self-examination for missing 
threads that is useful for early detection of migration of 
intrauterine devices. 


Computerized tomography (CT) Scan, Pelvis X—Ray, 
Hysteroscopy, Laparoscopy and Colonoscopy are other 
diagnostic methods that may assist in proper diagnosis." 
It has been suggested that an IUD located in the 
abdominal cavity should be removed even in 
asymptomatic patients because of risk of adhesion 
formation and damage to the surrounding structures.”4 
Copper containing IUD has been shown to cause 
considerable tissue response when present in peritoneal 
cavity as seen in our case. Even WHO advises removal 
of all migrated devices, even in asymptomatic patients, 
because of medico legal implications. However 
management is still debated, some authors still feel that 
surgical removal is not necessary in asymptomatic 
patients.'* The accepted method of treatment of a 
perforated IUD is surgical removal by laparoscopic 
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approach. Laparotomy is necessary if the device is 
embedded in the viscera or bound by adhesion. In our 
patient it was removed by laparotomy as it was located 
deep in the parametrium and also because we anticipated 
adhesion caused by the failed previous procedures. 


There are no reported cases of uterine perforation while 
placing the PPIUCD in any of the studies reviewed. 
However, if it occurs, the basic steps of managing a 
uterine perforation are the same as that of regular IUD 
insertion. 


In our case the migration of the IUD into the peritoneal 
cavity would have occured through the uterine incision, 
as no other site of perforation of uterus could be identified. 
The IUD would have migrated most probably during the 
immediate post partum period. Both the complications 
hemotometra and migration of IUD in our case may have 
resulted from improper closure of the uterine incision at 
LSCS. Most probably the entire thickness of the uterine 
musculature has not been included resulting in weakness 
at the suture site with subsequent migration of IUD, and 
the posterior wall of uterus has been included in sutures 
along the entire length of uterine incision resulting in 
hematometra. Though there are no strict guidelines for 
the use of particular type of suturing technique, double- 
layer closure involving the entire thickness of the uterine 
wall has a better strength than single layer closure. 


CONCLUSION 


There is an increasing rate of operative delivery in 
developing countries, but there is less number of trained 
doctors to perform emergency surgeries especially in the 
periphery, leading to increased incidence of post-operative 
complication. Adequate training of health professional is 
essential to increase the acceptance of family welfare 
services, to break the myths associated with IUD in the 
community and to lower incidence of complications. 
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ABSTRACT INTRODUCTION 

Primitive Neuro-Ectodermal tumor (PNET) of kidney is Primitive Neuroectodermal Tumor (PNET) of kidney is a 
a rare tumor with only a few published reports. We rare tumor with only few published reports. This tumor is 
report here a case of PNET of kidney in a female aged the soft-tissue equivalent of the Ewing sarcoma and 
20 years who reported of vague pain and lump in loin malignant small cell tumor of the thoraco-pulmonary 
with a history of rapid increase in size of the lump. On region.' Primitive neuroectodermal tumor is a type of 
CT imaging, on the left side a large heterogeneous, sarcoma that occurs in the first two decades of life.? As 
enhancing mass 15.1x15.4cmx17cm was seen arising the tumor is highly aggressive, it is often diagnosed in 
from the upper pole of the left kidney.Radical advanced stage.? We report here a case of Primitive Neuro- 
nephrectomy was done along with removal of para- Ectodermal Tumor of kidney in a female aged 20 years 


aortic nodes detected intra-operatively. Histopathology 
revealed sheets of small round cells intervened by CASE HISTORY 
hemorrhagic cystic areas with surrounding thin rim of 





normal kidney tissue. Immunohistochemistry showed An unmarried young female presented with a month long 
diffuse membrane positivity of tumor cells for CD99. history of vague abdominal pain. She noticed fullness of 
Post-operative USG carried out 18 weeks after surgery the flank and a gradually progressing distinct swelling on 
revealed an ill-defined retroperitoneal mass with ascites, her left upper abdomen with dull pain initially, radiating 
pulmonary metastasis and pleural effusion with to back. During the course of the last one-month there 
presentation of sub-acute intestinal obstruction. The was sharp increase in intensity of pain and she sought 
patient succumbed to pulmonary complications later. medical help when over the counter drugs failed to offer 
PNET of the kidney is a very rare and aggressive tumour Address for correspondence and reprint: 
with poor prognosis. The disease-free survival rate at ‘Associate Professor (Corresponding Author) 
7.5 years is around 45-55% in well-confined cases. Email: sasankagmch@gmail.com 

Mobile: +919864096583 
Keywords: Primitive neuro-ectodermal tumor, round cell 2M.Ch. Trainee (Corresponding Author) 
tumour, ewings sarcoma, rare renal tumor Email: drhrishi.uro@gmail.com 

Professor 


Email: rajeevtpuro@gmail.com 
“Assistant Professor 

Department of Urology 

Gauhati Medical College and Hospital 
Guwahati, Assam, India 

Email: debangasarma@gmail.com 


87 


ISSN 2394—-806X 


relief. She had no fever, chills, nausea, vomiting, diarrhoea, 
or change in bowel habits. She had no history of hematuria, 
dysuria, pain or burning on urination, bloody stools or 
any other significant abdominal ailment in the past. Her 
menstrual history too was insignificant. 


On physical examination her blood pressure was 110/70 
mm Hg, pulse was 96 beats per minute, respirations were 
18/min and temperature was 37.3°C. Her general 
examination was unremarkable. Her heart sounds were 
regular and without murmurs, and a pulmonary examination 
showed equal breath sounds bilaterally. Abdominal 
examination revealed an irregular, fixed, tender mass in 
the left upper quadrant, filling the entire left upper 
quadrant and palpable upto the pelvic rim. The mass was 
approximately 15 cm long, extending from the left subcostal 
margin to the anterior superior iliac crest on the left side 
and crossed the midline. The inferior border of the mass 
was ill defined and difficult to follow. 


Her laboratory values were as follows: urinalysis was 
negative for any red blood cells, white blood cells, 
bacteria, glucose, or protein and the culture report was 
sterile. Her white blood cell count was 9,400/uL, with 
hemoglobin of 7.7 g/dL, and a hematocrit of 37.7%. Renal 
function test: creatinine 0.8 mg/dL, blood urea nitrogen 
16 mg/d, sodium 139 mEq/L, potassium 4.1 mEq/] and 
glucose 90 mg/dL. CECT of the abdomen showed 15.1cm 
x 15.4cm x 17cm well defined isodense mass arising from 
the upper pole of the kidney with heterogenous 
enhancement and few areas of hypo-density suggestive 
of necrosis. 


She was posted for radical nephrectomy and during 
surgery, an 18x16x16cm tumor was found invading beyond 
the Gerota’s fascia. Histopathological examination showed 
extensive necrosis and hemorrhage within the tumour 
with small round cells arranged in sheets suggestive of 
round cell tumour. On immunohistochemistry it stained 
positively for CD 99. We could not do fluorescent in situ 
hybridization to demonstrate EWS-FLI-1 gene fusion. 
Tumour cells were found in 7 of the 11 nodes removed. 
The patient recovered well after surgery and was 
discharged on the 10th post-operative day with the advice 
to attend after 2 weeks for chemo-radiation. However, she 
failed to turn up for follow up and was readmitted 18 
weeks later with a mass of 4cmx6cmx6cm in the renal bed, 
which was encasing the aorta. This mass also impinged 
on her left colon. She presented with features of sub 
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acute intestinal obstruction. Her chest radiographs 
showed bilateral multiple nodular opacities suggestive of 
metastasis. Her condition worsened with severe pulmonary 
and gastro-intestestinal symptoms. She succumbed to 
pulmonary complications, two weeks after her admission. 


DISCUSSION 


PNET belongs to the Ewings family of sarcomas and 
bears pathological similarity to its bony lesion." +5 They 
were first described by Stout in association with peripheral 
nerves.° PNET shows strong positivity for MIC-2 gene 
product like CD-99 by which it can be distinguished from 
other small round cell tumors. The distinguishing genetic 
factor in primitive neuroectodermal tumor is the association 
with a translocation between chromosomes 11 and 22, the 
t(11;22)(q24;q12).” *° If needed, the diagnosis can be 
confirmed by demonstration of the t(11:22) or the EWS- 
FLI-1 gene fusion with the help of fluorescent in situ 
hybridization (FISH) technique or RT-PCR which was not 
done in our case.” !° In our case diagnosis of primitive 
neuroectodermal tumor was based on_ the 
histopathological findings of the surgical specimen and 
immunohistochemical staining. The National Wilms’ 
Tumor Study Group in their study have concluded that 
these malignancies represent a diverse group of high- 
grade tumor which is not always easy to place in a single 
category, even though they are evaluated 
immunohistochemically and by molecular genetic tools. 


Children and adolescents are most frequently affected. 
The most common locations are the head, neck, trunk, 
and extremities.° The clinical features of PNET kidney 
may be nonspecific like vague pain and lump in the left 
loin as seen in our case and there may be irregular fever, 
weight loss, and occasional hematuria. The differential 
diagnosis of renal tumors in this age group includes renal 
cell tumor, Wilms tumor, and lymphoma.” ° 


The treatment of primitive neuroectodermal tumor is 
surgical resection and an adjuvant chemotherapy regimen 
consisting of combinations of doxorubicin, 
cyclophosphamide, vincristine, and dactinomycin. In some 
cases chemotherapy is started before surgery.* Radiation 
therapy may prove beneficial in some cases. These tumors 
have a poor prognosis, with a disease-free survival of 
45% at 7.5 years.’ In view of its poor prognosis and 
aggressive nature renal PNET should be differentiated 
from other small blue round cell tumors like neuroblastoma, 
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rhabdoid tumor of kidney, nephroblastoma, small cell 
carcinoma, synovial sarcoma (monophasic, poorly 
differentiated) and non-Hodgkin lymphoma (NHL). 


A review of the literature revealed that there are very few 
cases of PNET involving the kidneys reported. The 
diagnosis of such tumours is based on the clinical setting 
of aggressive nature of the tumour growth in the 
adolescent age group and they need early surgical 
extirpation. A prompt diagnosis suggested by 
immunohistochemistry and early chemotherapy regimen 
may be helpful in such a situation to improve the 
prognosis. 
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ABSTRACT 


In India two out of three children suffer from various 
types of abuse be it physical, emotional or sexual. Though 
the reasons can be manifold, mostly the sufferers are 
unwanted children. The present case is about a two year 
old female child who was brutally beaten by her mother, 
upon provocation by the mothers lover and was thrown 
away in a river bank. Though found alive at the time of 
recovery, she died in the hospital four days later. 
Meticulous autopsy examination was corroborative with 
the said incidence with evidences of multiple injuries all 
over the body including various fractures of bones. This 
is a unique case report of brutal physical abuse of a 
child who paid for her mother’s extramarital affair. 


Keywords: Abuse, Unwanted children, Brutally, Autopsy 
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INTRODUCTION 


According to World Health Organisation, child abuse or 
maltreatment constitutes all forms of physical and/or 
emotional ill-treatment, sexual abuse, neglect or negligent 
treatment or commercial or other exploitation, resulting in 
actual or potential harm to the child’s health, survival, 
development or dignity in the context of a relationship of 
responsibility, trust or power.’ There are four types of 
child abuse, i.e., physical abuse, sexual abuse, emotional 
abuse and neglect. In India, two out of three children 
suffer from various types of abuse be it physical, emotional 
or sexual. What we see in print or electronic media truly 
is the tip of the iceberg. The true prevalence of violence 
against children is difficult to establish because of not or 
under-reporting this problem.’ 


CASE HISTORY 


A local fisherman of Jhargram went to the bank of 
Subarnarekha river in the morning for fishing as a part of 
his daily routine. Suddenly he saw a baby’s head nearby, 
with the rest of the body from neck remaining buried 
inside the sand, in a semiconscious state. He also found 
bits of broken biscuits and other food material around the 
baby on the surface of the ground. He rushed and 
recovered the unconscious injured body of a baby girl by 
digging up the sandy soil with the help of some local 
people. Later he informed the matter to the local police 
station. On the same day the girl was admitted in NRS 
Medical College and Hospital but she was referred to 
several hospitals several times fearing complications. The 
baby succumbed due to her injuries four days later in the 
late night. Next day she was sent for autopsy. 
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The story as we could gather from the police was very 
shocking. The baby’s parents, belonged to poor socio 
economic class. After the birth of the first daughter the 
father was not very happy only because it was a girl 
child. They were not at all a happy couple. The father 
worked far from home on daily wage basis for months 
together in different sites. Now, after the birth of the 
second daughter the situation deteriorated drastically. 
The husband blamed his wife for everything and they 
fought over small petty issues. In the meantime, a mason 
shifted into that area when the baby’s father was away 
for his job. Gradually the baby’s mother and this mason 
came closer and they decided to marry. The mason’s idea 
was to get rid off the little child because the elder one 
was a bit fond of her father and won’t make any problem 
if her mother leaves her. Understanding the situation that 
the younger one will never leave her mother, the mason 
and the baby’s mother decided to kill her. So, one night 
just after having dinner, the mother started beating the 
younger child mercilessly. Next morning in the early hours 
she took away the unconscious baby to the bank of the 
Subarnarekha river. She then dug up some sandy soil by 
the riverside and buried the baby upto neck keeping the 
head outside in the air. Moreover, she left some food 
around the head thinking that some scavengers would be 
attracted to the food and eat up the child at the same 
time. Now the fisherman happened to see the unconscious 
half-buried body and informed the police. 


AUTOPSY FINDINGS 


The body was of a two year old female child who was of 
normal built, moderate nourishment and brown complexion. 
Height was 2.5 feets. Rigor mortis was not present and 
post-mortem staining was appreciable on the dependent 
parts of the body. 


IMPORTANT EXTERNAL INJURIES 
1. One round abrasion 1cm in diameter, 2 inches above 


the right eyebrow over the temple. 


2. One oval abrasion (2.5x1) cm in measurement, 1.7 
inches above the left eyebrow over the temple. 


3. Bilateral black eyes. 
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Figure 1 Abrasions on face, ear and injuries on lips 


4. One abrasion starting just below the lateral canthus 
of the left eye extending upto a grossly straight line 
2 cm in front of the left tragus measuring (2x1) inches. 
Another abrasion centrally on external ear over an 
area of (1x0.5) inch. Severely bruised both lips with 
areas of scattered abrasion over and inside (Figure 
1). 








Figure 2 Contusion on left wrist, forearm and elbow 
crease. Fractures of forearm bones (left) appreciable 
5. One bruise over an area of (2x2) inches just infront 
of left wrist joint. Another bruise around the left 
elbow joint. Cattered areas of bruise over the mid 
part of swollen left forearm (Figure 2). 


= 






sa 


Figure 3 Fractures of forearm bones (right) appreciable 
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6. Areas of discrete scattered bruises over the swollen 2. Subdural and subarachnoid haemorrhages over both 
right arm and forearm (Figure 3). cerebral haemorrhages with few blood clots. 
7. Scratch abrasions 3-5 in number and 4 inches in 3. Intracerebral haemorrhage in the right occipital lobe 
length on an average starting from the left flanks (Figure 6). 
and ending 1.5 inches left to the midline on the back. 4. Fracture of the lower end of the left radius. 
ey re a3 5. Fracture of the left forearm 2 inches below the elbow 
crease. 


6. Fracture of the right forearm 2.5 inches below the 
elbow crease. 


en 7. All the viscerae were congested. 











DISCUSSION 





: Lae 


Figure 4 Multiple apaccns in the duh flank Although child abuse occurs at all socioeconomic levels, 


it is highly associated with poverty and psychosocial 


8 Scattered graze and scratch abrasions over right stress, especially financial stress. Child maltreatment is 
flanks measuring (4x3) inches tending to go backward strongly correlated with less parental education, 
(Figure 4). underemployment, poor housing, welfare reliance and 


single parenting. The World Health Organisation in the 
year 2000 estimated that about 57000 children died from 
fatal maltreatment.' The death of the baby merely was an 


9. Abrasion of | cm diameter over the upper right side 
of right knee joint. 


10. One 0.2 cm puncture wound on the back side of unfortunate outcome of extramarital love affair who proved 
right knee joint. to be an obstacle to the new pair. She also had to die to 
pinpoint to the large unreported cases of killing of 

IMPORTANT INTERNAL INJURIES unwanted female child. Here, in this particular case the 


child proved herself to be unwanted to her father for just 
being a girl and also a hindrance to the sprouting 
extramarital affair. The psyche of our society should 
consider these two things separately while both are 


a Ri >| 






interconnected. 
A 

ba > The mother who was convicted, confessed that after 
7 _- ‘ “s feeding the girl at night she held the baby’s hair and 
% struck her against the wall and the floor, which resulted 
be ‘ = _— in intracerebral haemorrhages and abrasions over the face. 
Figure 5 Scalp haematoma Head trauma is the leading cause of child abuse fatalities.* 
As the baby started crying the mother tried to stop her 
1. One scalp haematoma over the right parietal bone by pressing over the baby’s mouth with her hands 


measuring (4x3) inches (Figure 5). resulting in the bruised appearance of the lips. She was 
A IE YESS hit with a stick on the forearms which broke them on both 

sides. A pointed instrument was inserted into the right 
knee joint area from the back. Gradually the girl became 
unconscious and was taken away by the mother to the 
banks of Subarnarekha river in the early hours where 
women of that village used to go to defaecate. To ensure 
the child’s death, just after burying her up to the neck 
level she threw some food around to attract scavengers 
thinking they might devour the baby as well. Fortunately 
the baby was recovered but died after hospitalisation. 
The cause of death was intracranial haemorrhages though 

Figure 6 Intracerebral haemorrhage there were no fractures of the skull. The most common 


aoe te 
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cause of death in abused children is intracranial damage, 
with or without skull fracture.* Paediatric abusive head 
injury causes death in approximately 30% and permanent 
neurologic damage in upto 80% of victims.® 


CONCLUSION 


There are various components of child abuse: child, care 
giver stress, etc. Childhood world over is not 
homogenous, several childhood co-exist depending on 
the social status, economic status, physical ability, mental 
ability and geographical location. Physical abuse of 
children takes place across cultures, societies, economic 
and social strata. It is seen largely in homes where 
frustrations are high; parents have poor parenting skills 
and have little or no self-control; where there are visible 
marital problems, substance abuse, domestic violence and 
so on. Children are physically small, vulnerable and totally 
dependent on parents. A child is dependent on parents 
for all his/her needs be it food, shelter, protection, health 
care, love and care or education. He/she is constantly 
seeking approbation and positive reinforcement of his/ 
her own value from the parent/caregiver. Thus, constant 
physical abuse can be extremely demoralizing for the 
child, no matter what the provocation. Often the child is 
the easiest target for the parents to vent their frustration 
on. It is important to understand that the cycle of abuse 
is self-perpetrating. A child who has faced severe forms 
of abuse during childhood is likely to become an abuser 
in later years.’ 


There can be four types of child abuse: physical abuse, 
sexual abuse, emotional abuse and neglect.' Physical 
abuse is physical aggression directed at a child by an 
adult.* Child sexual abuse (child molestation) is the 
involvement of dependent, developmentally immature 
children and adolescents in sexual activities. They do not 
truly understand and to which they are unable to give 
informed consent or which violate social taboos or family 
rules.’ Emotional abuse includes degradation, destruction 
of personal belongings, excessive criticism, humiliation, 
inappropriate or excessive demands, name-calling, ridicule, 
torture, with holding communication.° 


Only few cases of child abuse and/or death come to the 
surface. To conclude, suspected cases of child abuse 
should be well documented and reported to the 
appropriate public agency which should assess the 
situation and help to protect the child.* Here is a poster 
which shows that we can call 1098 if we want to help a 
needy child (Figure 7)."° 
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Someone who cares 
is a phone call away. 
Dial 1098... 


= When you see a child ill and alone. 


| 
i 
= When you see a child in need of shelter. ; 





= When you see a child abandoned or lost. 

= When you see a child being beaten or abused. 

= When you see a working child being denied 
his/her wage. 

= When you see a child being bullied on the 
streots. 

= If you want to volunteer your services to 

; CHILOLINE. 


CHILOLINE is a national 24-hour free, phone 
emergency outreach service for children in need of 

f eare and protection. Project supported i 
by the Union Ministry of Women and Child §; 


Development and linking State Governments, 31 


NGOs, Allied Systems and Corporate Sector. 3 
oxeremr cece Sere at SET eee ee 


Figure 7 Child Line Poster 
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ABSTRACT 


Multiple myeloma presenting as a pleural effusion is 
extremely rare. Generally, it is a late complication 
which is associated with a poor prognosis. A 58-year- 
old male presented with severe weakness, palpitation 
on exertion, dyspnea and fever for last four months. 
Clinically he was diagnosed as pulmonary tuberculosis. 
Chest radiograph showed left sided pleural effusion. 
Pleural cytology revealed numerous plasma cells, 
consisting of mature and immature - binucleated and 
atypical types. Cytological differential diagnosis 
included myelomatous effusion and immunoblastic type 
non-Hodgkin's lymphoma. Bone marrow biopsy and 
serum protein electrophoresis confirmed the diagnosis 
as plasmoblastic type multiple myeloma. Although 
extremely rare, Myelomatous pleural effusion as an initial 
presentation should always be considered in presence 
of atypical plasma cells in body fluids irrespective of 
age. 


Keywords:Cancer, Mediastinum, Cardiac, Infection 


INTRODUCTION 


Multiple Myeloma (myelo + oma = marrow + tumors) is 
a malignant proliferation of plasma cell and plasmacytoid 
cells characterised nearly always by the presence, in the 
serum and/or urine, of a monoclonal;! immunoglobulin 
(Ig) or Ig fragment.’ ~* Multiple Myeloma (MM) is the 
most common form of plasma cell dyscrasia, affecting B- 
cells that have traversed the postgerminal center. It is 
characterized by clonal proliferation, in bone marrow 
microenvironment, of malignant plasma cells that secrete 
a monoclonal immunoglobulin called M-protein, usually 
IgG or IgA and detectable by serum protein 
electrophoresis, or only circulating k or é-free light chains. 
Malignant pleural effusion in multiple myeloma is a rare 
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condition and is seen in less than 1% of multiple myeloma 
cases.° Most importantly, in practical scenario 
identification of the atypical plasma cells in body fluids 
is important and often be missed when these are scant 
and mature appearing. Hence, recognition of atypical 
plasma cells in fluids is critical in respect of both 
therapeutic and prognostic considerations as this feature 
indicates a poor prognosis.° To our knowledge, in 
literature there have been very few cases reported so far, 
in which pleural effusion was the initial presentation.*"! 
Here, we report atypical presentation of multiple myeloma 
as left sided pleural effusion in an elderly patient. 


CASE HISTORY 


A 58-year-old male presented with severe weakness, 
palpitation on exertion, dyspnea and fever for last four 
months. There was history of headache with nausea, 
occasional mild fever for which he was receiving 
conservative treatment from local treating physician. There 
was no significant past history in his life except one 
episode of blood vomiting around ten years back, which 
was diagnosed as ruptured peptic ulcer and got recovered 
on conservative treatment. There was no family history 
of tuberculosis, malignancy, bleeding disorders or sudden 
death. 


FINDINGS 


Clinical examination revealed pallor, generalized bony 
tenderness, signs of left sided pleural effusion, no sign 
of pulmonary hypertension, organomegaly, cardiac or renal 
failure. 


A diagnostic pleural aspiration was performed and 
cytospin preparation was made. Giemsa stained smears 
showed high cellularity, comprising of many mature and 
immature plasma cells in a proteinaeous and haemorrhagic 
background (Figure 4). These cells had abundant dense 
blue cytoplasm and a large eccentric nucleus. Moreover, 
frequent binucleated and multinucleate forms, mitotic 
figures and scattered plasmablasts with prominent nucleoli 
were also observed. Based on these findings, a diagnosis 
of plasma cell dyscrasia versus immunoblastic type non- 
Hodgkin’s lymphoma was suggested. Skeletal survey, 
serum protein immunoelectropheresis, bone marrow 
aspiration and biopsy were advised to confirm the 
diagnosis. Laboratory investigation revealed Hemoglobin 
— 7.8 g/dl, ESR-120 mm ATEFH, peripheral smear showed 


95 


Kalita Lohit kumar, Kalita Chayanika 
Gogoi Pabitra Kumar, Sarma Umesh Chndra 


marked rouleax formation, RBS — 73 mg/dl, LDH-904 U/L, 
serum creatinine — 0.9 mg/dl, pleural fluid for ADA 11.6 
UIL, Serum protein electrophoresis showed no M —band, 
B2-microglobulin-3.32 mg/L (normal — 0.81 — 2.19 mg/L), 
Bronchial lavage fluid did not show malignant cells, no 
AFB and fungal elememts seen on bronchial aspirate, 
PSA-0.92 ng/ml. Bone marrow aspiration examination 
showed 60% plasma cell constituting both mature and 
immature type (Figure 3). Chest radiographs suggested 
left sided pleural effusion with mediestinal midline shift 
towards right side (Figure 1). X-ray skull demonstrated 
multiple punched out radiolucent lytic areas (Figure 2). 
Based on the above findings, a final diagnosis of 
nonsecretory multiple myeloma of plasmablastic type 
(MMPT) was made. 





Figure 1 Chest radiographs suggested left sided 
pleural effusion with mediestinal midline shift towards 


right side 
| | 


S 


ns 


Figure 2 X-ray skull demonstrated multiple punched 
out radiolucent lytic areas 
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Figure 3 Bone marrow aspiration examination showed 
60% plasma cell constituting both mature and 
immature type 


-. 





Figure 4 Giemsa stained smears of pleural fluid 
showed high cellularity, comprising of many mature 
and immature plasma cells in a proteinaeous and 
haemorrhagic background 


DISCUSSION 


Multiple Myeloma is a malignant proliferation of plasma 
cell and plasmacytoid cells characterised nearly always 
by the presence, in the serum and/or urine, of a 
monoclonal;! immunoglobulin (Ig) or Ig fragment. It 
usually occurs in elderly patients (mean age 71 years) 
and presents weakness, easy fatiguability, bone pains 
with or without pathological fractures, renal failure and 
recurrent infections.'* Malignant pleural effusion is usually 
a rare and late complication in the course of the 
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disease.”°'> Hence, other etiologies of reactive pleural 
effusions like pneumonia, tuberculosis, congestive heart 
failure, collagen vascular disease, viral illness, 
carcinomatosis, AIDS and pulmonary thromboembolism 
should be excluded before a diagnosis of malignant 
myelomatous effusion is made.'? On cytological 
examination,the picture can have a predominant 
lymphocytic infiltration with scattered plasma cells 
showing atypical nuclear features. Other common 
conditions of the non-myelomatous effusions that present 
with pleural effusion includes NHL, acute and chronic 
lymphoid leukemias, especially those with concomitant 
mediastinal involvement.*: '°'! Thus, the cytomorphology 
of the plasma cells along with the clinical profile are 
helpful in differentiating reactive from malignant plasma 
cell infiltrates. High cellularity with a predominant plasma 
cell population in a haemorrhagic or necrotic background 
is suggestive of a malignant effusion. Prominent 
morphological features of malignant plasma cells are 
nuclear pleomorphism, prominent nucleoli, frequent mitosis 
and asynchronous maturation of the nucleus in relation 
to the cytoplasm. The three processes like Pleural fluid 
electrophoresis, flow cytometry and immunocytochemistry 
aid in confirming the monoclonality of the plasma cells.'° 
Malignant pleural effusions in myeloma patients are 
usually resistant to treatment and often relapse in spite 
of aggressive chemo-radiotherapy necessitating 
pleurodesis.** Jt is an alarming presentation, signifying 
worst prognosis. Death usually occurs within a few days 
to months. Therefore, recognition of the atypical plasma 
cells in the fluid is considered critical for therapeutic and 
prognostic point of views.'? The present case is rare 
because the diagnosis was unsuspected in an elderly 
patient presenting with left sided pleural effusion. The 
message to the physicians is that the presence of atypical 
plasma cells in the body fluids should be carefully 
interpreted irrespective of the age and the patient should 
be thoroughly assessed for multiple myeloma. 
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ABSTRACT 


We report a case of an 11 year-old, muslim boy in whom 
a 1.4-meter long worm was expelled in his faeces. He 
gives a history of frequent expulsion of the worm through 
his nostrils and mouth too, which is an unusual 
presentation. He was advised treatment with tab 
Nicloside and tab Albendazole and given supportive 
treatment for other minor complaints like vomiting, loss 
of appetite, fatigue and weight loss. In Assam, Taenia 
Solium more commonly causes taeniasis. Documented 
cases attributable to Taenia Saginata in this part of the 
country are very few. This case has been reported as a 
treatment failure as he still continues to expel worm in 
his faeces even after been admitted in various hospital 
for his problem. Taeniasis is a preventable disease and 
measures should be taken to bring down its incidence. 


Keywords: Beef tapeworm, Proglottids, Taeniasis 





Address for correspondence and reprint: 

‘Associate Professor (Corresponding Author) 

Email: dinaraja@hotmail.com 

Mobile: 09864039629 

*Associate Professor, *Professor and HOD, Dept. of 
Microbiology, Gauhati Medical College and Hospital, 
Guwahati 


INTRODUCTION 


Taeniasis is endemic in Southeast Asia. Two species 
from the genus Taenia are common parasites of humans; 
the pork tapeworm or T. solium and the beef tape worm 
or T. saginata. Recent studies suggest that the Taenia 
found in Asia is a subspecies of T. saginata and it has 
been renamed as T. saginata asiatica.! Infection is 
acquired by taking improperly cooked beef or pork. 
Most cases of taeniasis are asymptomatic and usually 
complain of passage of Proglottids with stools. 
However, others present with pruritus ani (77%), nausea 
(46%), abdominal pain (43%), dizziness (42%), increased 
appetite (30%), and other mild gastrointestinal 
symptoms.” We report the case of an 11 year old 
Mohammedan boy coming with complaints of passage 
of worms in stool and through nostrils off and on for 
the last 5 months. On investigation, he was found to 
be suffering from Taenia saginata infection. He was 
advised Nicloside and Albendazole and given 
supportive treatment for other minor complaints like 
vomiting, loss of appetite, fatigue and weight loss. In 
Assam, Taeniasis is more commonly caused by Taenia 
solium. Documented cases attributable to Taenia 
saginata in this part of the country are very few. 


CASE HISTORY 


An 11-year-old boy came to the department of 
Microbiology with a worm measuring approximately 
1.4 meters long that was passed in the stool 
(Figure 1). 
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A muslim boy from the Darrang district of Assam 
presented to the paediatric outpatient department with 
history of passage of 1’2 to 2 metre long worm in his 
stool 5 months back. This was followed by appearance 
of a 2 metre long worm from the nostrils after 2-3 days. 
Thereafter, there was frequent passage of worms in his 
stool for which he received treatment at the local PHC 
with antihelmenthic and liver support. A month later as 
he was still passing worms in his stool he sought 
treatment at Mangaldoi CHC. He was prescribed 
Albendazole suspension and Lactitol Monohydrate 
suspension daily at bed time for 3 weeks and on not 
being cured, he was referred to Gauhati Medical College 
Hospital. He was admitted in the pediatrics ward and on 
investigation he gave a history of loss of appetite and 
nausea for the same duration and consumption of beef 
regularly. Physical examination of the patient was normal, 
except mild tenderness in the epigastric region, 
tachycardia was noted, with normal blood pressure. 
Laboratory investigations revealed hemoglobin of 9¢/dl, 
a leucocyte count of 12300/y1 and eosinophil count of 
13%. X-ray and ultrasonography of the abdomen was 
normal. He was treated with Albendazole and discharged 
afer a week. However, after a brief respite from his 
symptoms there was appearance of worms in his stool 
again for which he came back to GMCH and was admitted 
for a second time and advised treatment with niclosamide 
500 mg and Albendazole 400 mg tablets daily for 4 weeks. 
But inspite of being treated, he still complained of 
passage of worms in his stool. 


During his hospital stay he passed another long worm 
in the stool and came to our lab with it. Naked eye 
examination could ascertain it as a tapeworm with 
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definite segments. On measuring its length it was found 
to be around 1.4 meters, with a quadrate head and 
flattened segmented body. On enquiring further 
regarding his living conditions and food habits, it was 
found that they belonged to an economically poor 
section and lived in an unhygienic condition. His diet 
included beef consumption both attributable to Taenia 
infection. There were also indications from the patient’s 
version that the beef was consumed under cooked. 


We advised him to give another stool sample for 
examination which was examined by direct saline wet 
mount (Figure 2) and concentration methods. Saline 
wet mount revealed broken segments of the adult worm 
and few eggs, which were bile stained (Figure 3), and 
spherical measuring about 40 m in diameter. The 
outer shell was not appreciated’ clearly, 
inner embryophore was brown, thick walled and radially 
striated with an oncosphere and hooklets. In the 
concentration method, the stool sample was 
concentrated by formalin in acetone and wet mount 
was prepared from the sediment for examination. The 
recovery of eggs by concentration method was much 
better and the yield was much higher. 





Figure 2 Saline wet mounts reveals Proglottids 
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Figure 3 Bile stained egg of Taenia saginata 
DISCUSSION 


T. Saginata is the largest of species in the genus Taenia. 
An adult worm is normally 4 to 10 m in length, but can 
become very long; specimens over 22 m long are reported. 
The disease is relatively common in Africa, some parts of 
Eastern Europe, the Philippines, and Latin America.’ This 
parasite is found where beef is consumed, even in 
countries such as the United States, with strict federal 
sanitation policies. In the US, the incidence of infection 
is low, but 25% of cattle sold are still infected.* The total 
global infection is estimated to be between 40 and 60 
million.’ It is most prevalent in Sub-Saharan and the Middle 
East.® 


The basic diagnosis is done from a stool sample where 
faces are examined to find the eggs of the parasite. The 
eggs of the Taenidae family look alike, so it is only 
possible to identify the eggs to the family level and not 
to the species level. Therefore, looking at the scolex or 
the gravid proglottids can help in identifying it as Taenia 
saginata.* Proglottids sometimes trickle down the thighs 
of infected humans and are visible with unaided eye, so 
can aid in identification. Observation of scolex helps to 
distinguish the three different species of 7) saginata, T: 
solium and T: asiatica. When the uterus is injected with 
India ink, its branches become visible. Counting the uterine 
branches enables some identification (7. saginata uteri 
have 12 or more branches on each side, while other 
species such as 7: solium only have five to 10). 


Differentiation of the species of Taenia, such as 7: solium 
and T. asiatica, is notoriously difficult because of their 
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close morphological resemblance, and their eggs are more 
or less identical. Identification often requires histological 
observation of the uterine branches and PCR detection of 
ribosomal 5.88 gene.’ The uteri of T. saginata stem out 
from the center to form 12 to 20 branches, but in contrast 
to its closely related Taenia species, the branches are 
much less in number and comparatively thicker; in 
addition, the ovaries are bilobed and testes are twice as 
many.® 


Eosiniphilia and elevated IgE levels are chief 
hematological findings. Also Ziehl- Neelsen stain can be 
used to differentiate between mature T. saginata and T. 
solium, in most cases T. saginata will stain while T. solium 
will not, but the method is not strictly reliable.’ 


Taenaisis is easily treated with praziquantel (5—10 mg/kg, 
single-administration) or niclosamide (adults and children 
over 6 years: 2g, single-administration after a light 
breakfast, followed after 2 hours by a laxative; children 
aged 2-6 years: 1g; children under 2 years: 500 mg.'® 
Praziquantel opens membrane calcium channels of the 
worm causing its paralysis, aiding the body in expelling 
the parasite through peristalsis. Albendazole is also highly 
effective for treatment in man. 


CONCLUSION 


Taeniasis is prevalent in many states of India and occurs 
commonly among the beef consuming communities. In 
Assam taeniasis cases are most commonly caused by 
Taenia solium with neurocysticercosis being very common. 
Documented cases attributable to Taenia saginata in this 
part of the country are very few. Cases refractory to 
treatment has not being reported. Taeniasis is a 
preventable disease and measures should be undertaken 
to bring down its incidence. Methods like maintenance of 
hygiene in cattle raising areas, proper disposal of human 
faces, meat inspection programs and proper preparation 
of food before consumption have an important role in 
controlling the infection and these measures should be 
strictly implemented. 
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International News 


Dr. Adarsh Kumar, who is presently working as Addl. 
Professor, Forensic Medicine at AIIMS, New Delhi, India 
is a founder member of IJHRMLP and the Web Editor of 
the journal. He was selected for a Commonwealth 


Fellowship in Forensic Anthropology 
by Commonwealth Scholarships 
Commission, UK which was 
successfully completed on 11" April 
2015. It was tenable at the Centre for 
Anatomy and Human Identification, 
Dundee, Scotland under Prof. Sue M 
Black, an international authority in the 
field of forensic anthropology. It was 
a very prestigious assignment, as he 
was selected after a long and rigorous 
process of more than year comprising 
candidates from 54 countries. He is the 
first person in_ history of 
Commonwealth Scholarship 
Commission to be awarded this 
prestigious fellowship twice (earlier in 
2011 also). During this brief tenure at 
UK, he delivered guest lectures on 
‘Honour Killing- Myths and realities’ 
‘Fatal tiger Attack’ at various 
universities at Cambridge, Nottingham 
and Dundee. He also participated in 
Euroscicon-2015 (Forensic Forum 
conference) at London where his 
poster entitled “Bite Mark Analysis 
in Forensic Practice- Medicolegal 
Issues in India” was awarded FIRST 
prize. Earlier he was specially honoured 
by National Human Rights Commission 
of India in October 2014 for giving 
continuous exemplary services as a 
medicolegal expert by imparting 
valuable scientific opinions in 
complicated medico legal issues 
pertaining to Custodial Death 
Investigation and advising in many 
policy matters. He has dealt several 
high profile and complicated cases as 
medico legal expert to CBI. His vision 


International News 


and aim is to put the highest scientific expertise in 
forensic medicine in general and forensic anthropology 
in particular in the country. He can be contacted at 
email: dradarshk@yahoo.com & (M): 0091-9899198856 
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Gauhati Medical College, Guwahati, Email: drjdevipath@gmail.com, Mobile: 09435144568 
15/15 | Dr. Narendra N Ganguly MS, PhD, Associate Professor of Surgery, Gauhati Medical College and Hospital, 
Address: “NAMAN”, 12, Jyotiprasad Agarwala Bye Lane, Bishnurabha Path, Beltola, Guwahati, Assam India, 
Pin-781028, Email: drganguly@yahoo.com, Mobile: 09435043449 
16/15 | Prof. Kaberi saikia, Professor of Public Health Nursing, Regional College of Nursing, Guwahati, Email: 
Kaberisaikia92@yahoo.in, Mobile: 9435347966 


17/15 | Dr. Himamoni Deka, MBBS MS, Profession: Medical Education, Department of Anatomy, Gauhati Medical 
College, Guwahati-32 
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WE ARE AT HEALTH CARE SERVICE.... 


With all type of medical equipments, instruments, chemicals, 
reagents, glass wares, surgical items, etc., with the 
dealership of following reputed companies 


¢ Johnson & Johnson Ltd. USA 

- Leica Microsystems Ltd. Germany 

« NOVA Biomedical, USA 

- Schiller Health Care India Pvt. Ltd. Mumbai 
¢ Stryker, USA 

« RFCL Ltd. Kolkata etc. 

« Rayudu Laboratories Ltd. Hydrabad 

« SD Fine Chem Ltd. Kolkata 

« Labomed for Microscope 


: a ~ ht ) In the Medical College & Hospitals in 


North East Region and many more.. 








M.B Traders 

ISO Certificate 9001-2008 

Ph: 0361 2523192 

E mail: tradersmb@yahoo.co.in 





Contact us 
hrmlipractice2014@gmail.com 
VTAWAWAU Lalani ened ae) 








